


1957 


the 
tion, 
not 
most 
iced 


ld ren 
L956. 
mary 
35(09- 


Rey. 
and 
ibid. 
ation 


tion, 
Con- 
Feb- 


Jiag- 


nfer- 
wary, 


leuse 
ques, 


y of 
shed. 
rt of 


nide- 
Am. 
hers: 

Tu- 
yhen, 
read 
State 


1 of 
ough 


y on 


‘her- 
- the 
hysi- 


nical 
Rev. 


e in 
1 on 


$e-a- 


Re- 
hips 


vere. 


Dis- 
Rev. 
arch 
led 

des 

im- 
ifer- 
955. 


i 
: 
¢ 


RE ae 2 


a. 





THE JOURNAL 


of the American Medical Association 


Published Under the Auspices of the Board of Trustees 





CHICAGO, ILLINOIS 


VOL. 164, NO. 7 


JUNE 15, 1957 


CopynriGut, 1957, By AMERICAN MEDICAL ASSOCIATION 





ALDOSTERONE-PRODUCING 


TUMORS OF THE 


ADRENAL GLAND 


REPORT OF THREE CASES 


James S. Hewlett, M.D., E. Perry McCullagh, M.D., Gordon L. Farrell, M.D., 
Harriet P. Dustan, M.D., Eugene F. Poutasse, M.D., 


William L. Proudfit, M.D., Cleveland 


Primary aldosteronism, initially described by Conn, ' 
is an entity manifested by episodes of severe muscular 
weakness simulating periodic paralysis, tetany, poly- 
uria, hypertension, striking imbalance of serum elec- 
trolytes, and inability of the kidneys to concentrate 
urine. The metabolic changes are produced by an 
excessive amount of a highly potent sodium-retaining 
steroid, aldosterone, that is recoverable in large 
amounts from the urine. Aldosterone appears to be a 
normal secretory product of the adrenal cortex, being 
the most active mineralocorticoid known and having 
some glucocorticoid effects. It is probably the most 
important endocrine agent in regulating the metab- 
olism of sodium and potassium. It has been isolated 
from adrenal venous blood* and from urine.* The rate 
of aldosterone secretion seems to be largely independ- 
ent of the pituitary and is regulated at least to some 
extent by the electrolyte balance.’ 

Primary aldosteronism is not associated with edema. 
The symptom complex occurs as the direct result of 
overproduction of aldosterone either from an adrenal 
tumor or from a hyperplastic gland. In patients with 
nephrosis,* decompensated cirrhosis,” congestive car- 
diac failure,° or toxemia of pregnancy ‘—disorders 
usually associated with edema—aldosterone has been 
found in excessive amounts in the urine, but the over- 
production of aldosterone is secondary to those condi- 
tions mentioned. 

Thirteen cases* of primary aldosteronism have been 
reported, in addition to the three described here, 
which have previously been reported by one of us.” 
Of the total of 16 patients, 12 have been cured: 10 by 
the removal of adrenocortical adenomas,’® one by 
total,’° and one by subtotal adrenalectomy.’' Three 
cases of primary aldosteronism were diagnosed at 
awutopsy.** One patient had an adrenocortical car- 
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¢ A total of 16 cases of primary aldosteronism have 
been reported in the literature. Twelve of the patients 
have been cured: 10 by the removal of an adreno- 
cortical adenoma, one by total adrenalectomy, and 
one by subtotal adrenalectomy. In three cases, re- 
ported in detail, the sodium-retaining substance was 
identified as aldosterone diacetate and was present 
in large amounts in the urine. There appears to be a 
distinct entity, with typical clinical, biochemical, and 
renal findings, that should lead the physician to sus- 
pect the presence of primary aldosteronism. 





cinoma that produced solely mineralocorticoid effects, 
presumably due to excessive aldosterone secretion. '* 
Some patients whose conditions previously had been 
diagnosed as potassium-losing nephritis subsequently 
have been proved, on demonstration of the presence of 
an adrenal tumor, to have primary aldosteronism. 

This report is based on a study of three patients with 
primary aldosteronism. In each case, the sodium-re- 
taining substance was identified as aldosterone diace- 
tate, which was present in large amounts in the urine 
(fig. 1), and various clinical, metabolic, and renal 
studies were made before and after surgical removal 
of an adrenal adenoma. Emphasis in this paper is 
placed on clinical, electrocardiographic, and renal 
findings that should lead the physician to suspect the 
presence of this condition. 


Report of Cases 


Case 1.—A 44-year-old man complained of dryness of the 
throat of three years’ duration. He consumed 3 gal. of water 
daily and had had nocturia for five years. For several years, he 
had had periods of generalized weakness lasting 24 to 48 hours, 
but he was never paralyzed. For one year he had bruised easily 
He had experienced frequent headaches for several years, and 





From the divisions of medicine, research, and surgery of the Cleveland Clinic Foundation and the Frank E. Bunts Education! 
Institute (Drs. Hewlett, McCullagh, Dustan, and Proudfit) and the Department of Physiology, Western Reserve University School 


of Medicine (Dr. Farrell). 





719 





720 TUMORS OF ADRENAL GLAND—HEWLETT ET AL. 


at the age of 19 years he reportedly had had hypertension. The 
family history was negative except for one aunt who had diabetes 
mellitus. 

He appeared healthy and showed no features of adrenal 
cortical hyperfunction (Cushing’s syndrome ). His blood pressure 
was 200/128 mm. Hg. His lips were slightly cyanotic. There 
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Fig. 1.—Graphs showing preoperative levels of urinary 
aldosterone in three patients. 


were several ecchymoses on the extremities. Funduscopic exami- 
nation revealed the presence of grade 2 arteriolar constriction 
and sclerosis, with no hemorrhages or exudates, and questionable 
early papilledema of the right optic disk. Nose and throat find- 
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Fig. 2.-Graph showing electrolyte changes in case 1 before 
and after operation. 


ings were normal. There was no cardiac enlargement, and a 
grade 2 aortic systolic murmur was present. There was no 
peripheral edema. Neurological findings were normal, and mus- 
cular strength was good. 
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Examination of the blood revealed that he had hypernatremj, 
(140 to 148 mEq. of sodium per liter), hypokalemia (2.6 to 34 
mEq. of potassium per liter), and alkalosis (carbon dioxide. 
combining power of 32.5 to 35.8 mEq. per liter), and thy 
chloride level was slightly low (87 to 90 mEq. per liter) (fig, 2 
table 1). The level of serum calcium was 11.4 mg., of serum 
phosphorus 2.9 mg., and of blood urea 42 mg. per LOO cc. Ap 
orally given glucose-tolerance test revealed a curve typical of 
diabetes (fig. 3). Urinary 11-oxysteroid level (6 mg. per 24 
hours) and 17-ketosteroid level (12 mg. per 24 hours) wer 
normal. The total eosinophil count was 228 per cubic millimeter, 
Results of Tiselius electrophoretic protein fractionation were 
normal. There was no glycosuria, and a urine culture was steril 
Urea clearances were 93 and 97% of normal. An Addis count was 
abnormal (table 2). An electrocardiogram was compatible with 
the presence of hypokalemia (fig. 4). Roentgenograms of the 
chest, sinuses, and skull; an intravenous urogram; and a retro- 
grade pyelogram were normal, Laminagrams after retroperitonea| 
insufflation of oxygen showed a small, round mass above and 
medial to the left kidney, presumably an adrenal tumor. Urinary 


TaBLe 1.—Composition of Electrolytes and Carbon Dioxide- 
Combining Power in Three Patients with Primary Aldosteronism 
and After Removal of Adrenocortical Adenoma 


Carbon 

Composition of Dioxide 

Serum Electrolytes, Com 

Time mEq./ Liter bining 

aos “~ _ - - —~ Power, 

Case Oper- Potas- Chlo- mEq. 

No. Preoperative ation Postoperative Sodium sium _ ride Liter 
a 26 days 148 2.8 
6 days 145 3.0 


] day 133 

6 Gays 143 

28 days 138 

1 mo., 28 days 145 

6mo, 18 days 145 

2* 3 mo., 18 days 143 
7 days 159 

1 day 145 


“TI wie & 


1 day 146 
6 days 140 of wack — 
9 days 140 dD. Of 21.8 
16 days 147 5.! 2.1 
3 mo., 6 days 145 ‘ o6 23.5 
10 mo., 3 days 148 3. tad 21.4 
2 yrs., 8 mo. 141 & 99 27.1 
2 yrs., 7 mo. 146 3. er nee 
1 mo., 9 days 148 3. 99 31.0 


3 days 135 3. 93 32.0 
27 days 139 § a 21.4 
4 mo, 10 days 142 2 102 17.2 
5 mo., 26 days 148 5. 113 19.7 


_ ™ Patients in cases | and 2 received supplemental potassium postopera- 
tively for 14 and 9 days respectively. 


assays showed 23.5 meg. of aldosterone diacetate per 24 hours 
(normal: less than 6.0 meg.). For two days before surgery, 
100 mg. of cortisone acetate was given intramuscularly. 

At operation a cortical adenoma was removed from the left 
adrenal. On the first and second postoperative days, 40 mEq. of 
potassium was given intravenously, and for the subsequent two 
weeks a daily dose of 90 mEq. was given orally, Decreasing 
dosages of cortisone were given oraliy for five days. The serum 
potassium level gradually rose (fig. 2, table 1). Two weeks 
postoperatively and after three days of a high-carbohydrate diet, 
an orally given glucose-tolerance test was normal (fig. 3). 

During the first 14 postoperative days the patient’s blood 
pressure averaged 180/110 mm. Hg. One month after operation, 
he was asymptomatic and his blood pressure was 148/100 mm. 
Hg. After two months the blood pressure was 140/84 mm. Hg. 
The optic disks remained slightly blurred. The levels of serum 
electrolytes and renal findings showed improvement. There was 
now slight hyperkalemia and acidosis (table 1). An electro- 
cardiogram showed no evidence of the presence of hypokalemia 
(fig. 4). The glucose-tolerance curve (oral) was flat (fig. 3), 
and the results of the Addis test remained abnormal (table 2). 
Six and one-half months after operation the patient still was 
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mptomatic and was working regularly. His blood pressure 
was 142/95 mm. Hg. There was no longer blurring of the optic 
disks, Urinary assay revealed no measurable amount of aldoster- 

e diacetate present. 

Case 2.—A 63-year-old woman was first seen with generalized 
paresis of a few hours’ duration. She had had hypertension for 
16 years and polydipsia, nocturia, and severe headaches for 
many years. For five years she had had periodic episodes of 
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mEq. per liter), the potassium level was low (3.4 mEq. pet 
liter ), and there was alkalosis ( carbon dioxide < ombining power 
28.2 mEq. per liter) (table 1). Roentgenograms taken after the 
presacral insufflation of oxygen produced no definite evidence 
of adrenal tumor. 

At operation a nonencapsulated cortical adenoma was removed 
from the right adrenal gland. Steroid therapy was not used, and 
the postoperative course was uneventful. On the first two post 


Tape 2.—Results of Renal Studies in Three Patients with Primary Aldosteronism and After Removal of Adrenocortical Adenoma 





Results of Addis Test 


Time - 
- —~ Specific Voluine, 

Case No. Preoperative Postoperative Gravity Ce./12 Hr pH 
18 days 1.016 G00) 7.0 

2 mo 1.015 4170) 5.5 

je mo. 1.017 mn 7) 

7 days 1.011 1100 7.5 

2 wk. 1.016 4K 6.5 

3 mo 1.019 275 55 

12 mo 1.020 300 6.0 

3 

2 days 1.013 810 7.5 

1 mo. 1.014 760 5.5 

4 mo 1.017 10) 5.5 


Plasma, Mg. 100 (%« Urea Glomerular Renal 
- Clearance Filtration Plasma 
Proteins, Urea (Creatinine Kate Rate" Flow? 
Gm./24 Hr 
Ooo “ l 4 
0.07 ( a ii 
0.08 ; ss 
0.68 33 ! 
0.23 rp | 4] 
0.25 4 “ Is 
0.14 
0.23 yi) . re 4 i) 
0.1 ~ 7s w 
0.13 _ — lin M4 





* Plasma mannitol clearance, cubic centimeters per 1.73 sq. m. per minute times the factor 1.1 


+ Measured trom the plasina clearance of sodium-aminohippurate. 


} Low value probably represents defective p-aminohippurate extraction (Sehwartz and Relman!*) 


severe muscular weakness of one to several days’ duration, 
involving from one to all of the extremities. In the last attack 
she was unable to hold her head upright and had difficulty in 
swallowing. The family history was noncontributory. 

Physical examination disclosed that she was a poorly nourished 
woman who weighed 97 lb. (44 kg.). She had lost 25 Ib. 
(11.3 kg.) during the previous year. The blood pressure was 
170/100 mm. Hg. There was grade 2 arteriolar constriction and 
sclerosis, with normal optic disks. The tongue was beefy red. 
The heart was normal except for a grade 2 apical systolic mur- 
mur. There was no edema. Tendon reflexes were hyperactive, 
and Chvostek’s sign was present. There was marked generalized 
muscular weakness of the extremities and the neck. Examination 
of the blood revealed the presence of hypokalemia (1.7 mEq. 
of potassium per liter), alkalosis (carbon dioxide-combining 
power of 31.2 mEq. per liter), and normal serum chloride and 
sodium levels (table 1). The level of serum calcium was 9.4 mg., 
of phosphorus 2.4 mg., and of magnesium 2.5 mg. per 100 cc. 
The blood sugar level was 309 mg. per 100 cc. with the patient 
fasting. The blood urea content was 34 mg. per 100 cc. The 
basal metabolic rate was + 12%. The urinary corticoid level was 
4.5 mg. and that of 17-ketosteroids, 10.6 mg. per 24 hours. 
Urinalysis revealed glycosuria, and a culture was sterile. Results 
of an Addis test were abnormal (table 2). Roentgenograms of 
the chest, sella turcica, and cervical spine and an intravenous 
urogram were normal. The electrocardiogram was consistent with 
the presence of hypokalemia. 

A diagnosis of diabetes mellitus was made, and the presence 
of primary aldosteronism was suspected because of the unusual 
type of “paralysis,” hypertension, hypokalemia, and alkalosis. 
This diagnosis was confirmed by the finding of excessive 
amounts of sodium-retaining substance in the urine. 

The muscular weakness disappeared spontaneously within a 
week, The diabetes was treated with a diet containing a total of 
1,638 calories per day (177 gm. of carbohydrates and 74 gm. of 
protein) and the administration of 20 units of isophane insulin. 
The patient was discharged from the hospital on a regimen of 
3 gm. of potassium chloride daily. Three months later a urinary 
assay made by one of us (G. L. F.) revealed the presence of 
48.5 meg. of aldosterone diacetate per 24 hours (normal: less 
than 6.0 meg.). The patient continued to have profound weak- 
ness but no paralysis. The caloric intake was increased, and the 
daily dosage of isophane insulin was increased to 7 units. Five 
months after the initial examination the patient was readmitted 
for further studies. Physical findings were unchanged except for 
the absence of paralysis and a gain in weight to a total of 113 Ib. 
(51.3 kg.). The serum sodium level was unusually high (159 


operative days the patient received 90 mEq. of potassium intra 
venously daily, and for one additional week 90 mEq. was given 
daily by mouth. Postoperatively, the serum potassium level 
gradually rose (table 1). The serum sodium level did not change 
significantly; the carbon dioxide-combining power decreased to 
20.1 mEq. per liter (table 1), and the blood urea level was 
elevated (table 2). On the ninth postoperative day an electro 
cardiogram showed no evidence of the presence of hypokalemi. 
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Fig. 3.—Graphs showing glucose-tolerance curves in case | 
before and after operation. 


Two weeks postoperatively the diabetes was greatly improved. 
Immediately before operation, the patient, on a regimen of daily 
carbohydrate intake of 213 gm. and without the administration 
of insulin, had blood sugar levels before each of three meals of 
132, 182, and 285 mg. per 100 cc. Thirteen days postoperatively 
the patient, on a regimen of a carbohydrate intake of 210 gm. per 
day, had blood sugar levels of 103 mg. per 100 cc. when fasting 
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and 106 mg. at one and one-half hours after the noon meal. 
Glycosuria was not noted in any of many urinalyses except on 
the first day of the original admission and after glucose was 
given intravenously postoperatively. Diabetes still existed, ac- 
cording to a glucose-tolerance test on the 18th day postoperatively 
that revealed the following blood sugar levels: fasting, 107 mg.; 
one hour after eating, 315 mg.; two hours after eating, 336 mg.; 
three hours after eating, 261 mg.; and four hours after eating, 
136 mg. per 100 cc. 

Three months postoperatively the patient was asymptomatic. 
Chvostek’s sign was absent. The only abnormal physical finding 
was mild arterial hypertension (blood pressure 150/100 mm. Hg). 
The electrolyte pattern was normal. The results of the Addis 
test showed improvement. The glucose-tolerance test was more 
abnormal, showing the following levels: fasting, 112 mg.; one- 
half hour after eating, 207 mg.; one hour, 275 mg.; two hours, 
428 mg.; three hours, 437 mg.; and four hours, 300 mg. per 
100 cc. Urinary assay showed no measurable amount of aldoster- 
one present. Twelve months postoperatively, the patient was 
free of symptoms. A blood pressure reading taken in the office 
was 170/110 mm. Hg, but during a two-week period of hos- 
pitalization it averaged 130/80 mm. Hg. Results of an Addis 
test showed further improvement (table 2), and the electrolyte 
pattern was normal (table 1). 
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mal, and Chvostek’s and Trousseau’s signs were absent. They, 
was a tendency toward hypernatremia (141 to 148 mEq. of so- 
dium per liter), hypokalemia (2.1 to 3.0 mEq. of potassium per 
liter), and alkalosis (carbon dioxide—combining power of 27.1 to 
31.0 mEq. per liter ). The serum chloride level was normal (table 
1). The level of serum calcium was 10.5 mg., of serum phosphat 
2.6 mg., of serum magnesium 2.2 mg., and of blood urea 21 ing 
per 100 cc. The basal metabolic rate was—12%. An orally given 
glucose-tolerance test revealed a mildly diabetic curve, with the 
following levels: fasting, 70 mg.; one-half hour after eating. 
127 mg.; one hour, 173 mg.; two hours, 163 mg.; three hours. 
135 mg.; and four hours, 62 mg. per 100 cc. The blood urea 
clearance rates were 60 and 80% of normal. A urine culture was 
sterile. Results of an Addis test were abnormal, with an in- 
creased total urinary volume, a low specific gravity, and an 
alkaline pH (table 2). The electrocardiogram showed findings 
typical of the presence of hypokalemia. Roentgenograms of the 
chest, sella turcica, and cervical spine and an intravenous uro- 
gram were normal. 

A diagnosis of “potassium-losing” nephritis was made, and 
treatment with potassium, 100 to 200 mEq. daily, was instituted. 
During the following two and one-half years the patient felt 
well and experienced no further attacks of weakness. The serum 
potassium level remained low, fluctuating from 2.4 to 3.0 mEq. 












































Fig. 4.—Preoperative and postoperative electrocardiograms in case 1. A, electrocardiogram made in May, 1955, 
showing prolongation of the QRS complex to 0.13 second; depression of the S-T segments in leads 1, aVx and V;; 
inversion of T waves in leads 1, 2, 3, aVr, V:, Vs, and Vs; upright T waves in aVr; and large U waves fused with 
the T waves. Serum potassium level was 2.6 mEq. per liter. B, electrocardiograms, made in August, 1955, show- 
ing QRS duration decreased to 0.1 second and the T waves inverted in leads 1, aVi, and Vs. U waves were nor- 


mal. Serum potassium level was 5.2 mEq. per liter. 


Cast 3.-A 42-year-old housewife had recurrent transient 
paralysis of the fingers, weakness of the extremities, and cramp- 
ing in the calves. Five years before she had had fever, costolum- 
bar pain, hematuria, proteinuria, and hypertension. For several 
years she had had dryness of the mouth, polydipsia, nocturia, 
and headaches. Eight months before this examination, she col- 
lapsed and was unconscious for 15 minutes. There was urinary 
incontinence but there were no convulsions, and the episode was 
followed by mental confusion and an inability to hold her head 
upright. A lumbar puncture done elsewhere was reported to be 
normal, Subsequently, over a two-year period, 15 episodes of 
paralysis without unconsciousness occurred; each lasted from 
four to seven days and was accompanied by diarrhea. The fam- 
ily history was noncontributory. 

The patient appeared healthy, and there were no features of 
adrenal cortical hyperfunction present. The blood pressure was 
220/120 mm. Hg. Ophthalmoscopic examination revealed grade 
2 arteriolar constriction, sclerosis, and normal optic disks. There 
was no cardiac enlargement, and cardiac rate and rhythm were 
normal. Peripheral arterial pulsations were normal, and there was 
no edema. The results of a neurological examination were nor- 
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per liter, and the blood pressure ranged from 170/100 to 220/130 
mm. Hg. Eighteen months later a diagnosis of primary aldostero- 
nism was suspected because of hypertension, episodes of paral- 
ysis, and hypokalemia. A 24-hour urine specimen assayed for 
content of sodium-retaining corticoid was found to contain 230 
microgram equivalents of desoxycorticosterone acetate (four 
times the normal value). Urine collected at that time was shown 
to contain 103 meg. of aldosterone per 24 hours. The total 
serum protein level was 7.8 gm. per 100 cc., and the Tiselius 
electrophoretic protein pattern was normal except for an elevated 
gamma-globulin fraction of 1.37 gm. per 100 cc. (normal: 0.60 
to 0.91 gm.). Laminagrams showed a round shadow above and 
medial to the left kidney, suggesting a tumor. Roentgenograms 
taken after presacral oxygen insufflation confirmed the presence 
of a small tumor of the left adrenal gland. 

At operation, a cortical adenoma was removed. The post- 
operative course was uneventful, and no administration of sup- 
plementary cortisone or potassium was necessary. On the sixth 
postoperative day, the serum potassium level was 3.6 mEq. per 
liter and the carbon dioxide-combining power was 28.7 mEq. 
per liter (table 1). The blood pressure was 176/126 mm. Hg. 
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ne month postoperatively, the patient was asymptomatic. The 

id pressure was 142/96 mm. Hg, and the electrocardiogram 
¥.s normal. The serum sodium and potassium levels were normal 
at 139 mEq. and 4.9 mEq. per liter respectively (table 1). The 
rbon dioxide-combining power had fallen markedly toward 
dotic levels and was 21.4 mEq. per liter. An Addis test re- 
led a low specific gravity of 1.014 and an acid urine (pH 5.5) 
ible 2). Six months after operation, hyperkalemia and acidosis 
yppeared (table 1). The blood pressure ranged from 160/120 
to 180/120 mm Hg. The patient was asymptomatic. When the 
carbon dioxide-combining power was determined again a few 
davs later, it was found to be 19.7 mEq. per liter. 
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Pathology.—The tumors in all three cases were 
strikingly similar. Two were encapsulated, but the 
presence of a capsule could not be demonstrated in 
the third. In their greatest diameters they measured 
5.3, 1.0, and 1.7 cm. respectively. On sectioned surfaces 
the tumors varied from dark yellow to deep brown or 
red (fig. 5). Microscopically there were cords of 
epithelial cells of various sizes, with clear, finely 
reticulated cytoplasm (fig. 6). The nuclei were in gen- 
eral nonuniform, reaching giant size, and no mitoses 
were evident. No capsular invasion was present. The 
diagnosis was adrenal cortical adenoma in each case. 

In case 1, normal adrenal tissue from the same gland 
showed no atrophy of the zona fasciculata. A renal 
biopsy in case 2 showed atrophy and fibrosis of the 
tubules; however, no cortical tissue was available for 
examination. 


Results of Renal Function Tests 


The abnormalities in renal function in these patients 
were consistent (table 2). Renal excretory function was 
well maintained: blood urea concentration and the 
rate of glomerular filtration were within normal limits; 
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Fig. 5.—Cross section of encapsulated cortical adenoma, with 
adjoining portion of normal adrenal gland, removed from the 
patient in case 1. 


the renal plasma flow was moderately depressed, and, 
in case 2, it was diminished disproportionately in com- 
parison with the filtration rate. The striking disparities 
were the impairment of urine-concentrating power, 
the persistence of alkaline urine, and minimal pro- 
teinuria, 
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The function of water resorption was studied du 
ing mannitol-induced diuresis, after water depriva 
tion, or during the infusion of vasopressin (pitressin 
Under such conditions, the urine normally is hyper- 
tonic to plasma and about 5 cc. of water is absorbed 
per minute in the function of urine concentration. In 
these patients, before operation, the urine formed dur 
ing these tests was slightly hypotonic and no net wate 





Fig. 6.—Photomicrograph of adenoma seen in figure 5, show 
ing composition of cords of reticulated cortical cells of various 
sizes and with considerable variation in sizes of nuclei ( * 240) 


resorption was demonstrable. The ability to form acid 
urine was restored postoperatively. Recovery of the 
function of urine concentration proceeded more slow- 
ly, as estimated by the maximum urinary specific 
gravity attained during water deprivation or from 
osmolarity of urine during mannitol-induced diuresis. 
Unexpected changes were observed postoperatively 
(table 2). In cases 1 and 2 the concentrations of blood 
urea rose, the glomerular filtration rate decreased, and 
the renal plasma flow diminished even more. The pa 
tient in blood 
decreased at the time of the test, did not show these 
phenomena. There was improvement of these func 


y 
case 3, whose pressure had not 


tions at six and one-half months in case 1 and at one 
year in case 2. Four months postoperatively in case 3 
a slight decrease in renal plasma flow was shown. 


Procedure for Identification of Aldosterone 


A preoperative 72-hour collection of urine was ob 
tained from each of the three patients studied. Details 
of the procedure for steroid isolation in each case were 
as follows: 

The urine was stored in the frozen state until time 
of analysis. It was then thawed, adjusted to pH 1 with 
hydrochloric acid, and was kept at room temperature 
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for 24 hours. Then it was extracted three times with 
one-third volume of chloroform. The chloroform extract 
was chilled and washed with one-tenth volume of cold 
N/10 sodium hydroxide and twice with one-tenth 
volume of cold water. The residue from the chloroform 
extract was partitioned between 70% solution of etha- 
nol and hexane, and the 70% ethanol fraction was 
dehydrated to dryness under carbon dioxide and the 
residue chromatographed 72 hours on paper in the 
system propylene glycol—-toluene. Spectrophotometric 
analysis in the ultraviolet indicated the presence of 
several steroid fractions in this chromatogram. A com- 
plex of substances that chromatographed in the area 
of cortisone was acetylated (by the use of acetic an- 
hydride-pyridine 1:2 at room temperature for 18 
hours). The acetylated product was chromatographed 
72 to 96 hours on paper in the system propylene gly- 
col-hexane. Four fractions were found. An aliquot of 
each fraction was hydrolyzed (by the use of acetyl- 
cholinesterase in glycylglycine buffer at 30 C for four 
hours) and was bioassayed in adrenalectomized rats 
for sodium-retaining activity.'* The steroid fraction 
with a rate of migration slightly less than that of 11- 
dehydrocorticosterone acetate was found to possess 
sodium-retaining activity many times that of 11- 
desoxycorticosterone acetate. This fraction was further 
purified by chromatography in the system propylene 
glycol-hexane to yield an apparently homogeneous 
substance. The isolated material showed an absorption 
maximum at 240 mu in the ultraviolet. The sulfuric 
acid chromogen was identical with that obtained 
with authentic aldosterone. An aliquot mixed with an 
equal quantity of authentic aldosterone diacetate 
chromatographed as a single band in the system 
propylene glycol—hexane. An aliquot was hydrolyzed 
with acetylcholinesterase and again was bioassayed 
for sodium-retaining activity. The second bioassay 
confirmed the presence of potent sodium-retaining 
activity consistent with that of authentic aldosterone 
diacetate hydrolyzed and bioassayed under the same 
conditions. 

From these data there appeared to be little doubt 
that the isolated substance was aldosterone in the 
diacetate form. The quantities of steroid that had been 
isolated corresponded to daily rates of excretion of 
23.5 meg. in case 1, 48.4 meg. in case 2, and 103 meg. 
in case 3 (fig. 1). Estimates of quantity of steroid are 
based on absorption at 240 mp. The molecular extine- 
tion coefficient of aldosterone at 240 my is 15,850. Chal- 
mers and associates “" also identified aldosterone in 
urine as well as in the blood, although the levels in 
the blood were within normal limits. 

Postoperative urine specimens from the same pa- 
tients were subjected to isolation procedures identical 
with those carried out on the preoperative samples. 
No steroid could be identified as aldosterone diacetate. 
The small amount of substance present in the aldos- 
terone diacetate region of the final chromatograms 
was found to be inactive in the bioassay for sodium 
retention. On the basis of the degree of sensitivity of 
the bioassay, it was estimated that less than 2 mcg. of 
aldosterone per day was excreted in the urine of the 
patients postoperatively. The urine of the first patient 
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was examined for the presence of 11-desoxycorticos. 
terone by a method previously employed to isolate 
this steroid from adrenal venous blood.'* There was 
no evidence of the presence of 11-desoxycorticos. 
terone. 

Comment 


Clinical Aspects.—The presence of primary aldos- 
teronism may be suspected if the patient has had 
episodes of muscular weakness that may simulate in- 
termittent paralysis and has hypertension. One of our 
patients had no paralysis and was considered to have 
essential hypertension until the electrocardiogram dis- 
closed changes typical of the presence of hypokalemia. 
Other symptoms were excessive thirst, polyuria, noc- 
turia, and headaches. One patient bruised easily, and 
another had diarrhea associated with each episode of 
“paralysis.” The same association was described in 
Chalmers’ patient.*” None of our patients had tetany. 

There was a paucity of physical signs except when 
paralysis was present. Arterial hypertension was pres- 
ent in the patients in this study and all others reported. 
The patients in this study had mild vascular changes 
in the retina due to hypertension, and one had early 
papilledema. In none was there any suggestion of the 
presence of adrenal cortical hyperfunction. Chvostek’s 
sign was present in one patient during an episode of 
paralysis (case 2). In two cases the presence of the 
condition was first suspected after the electrocardio- 
graphic demonstration of changes consistent with the 
presence of hypokalemia. Significant prolongation of 
the QRS complex is an unusual manifestation of hypo- 
kalemia, but it was found in two of the patients in this 
study. 

After removal of the adrenocortical tumor, each 
patient became asymptomatic. Weakness rapidly sub- 
sided, and no further episodes of paralysis have oc- 
curred throughout the follow-up period of 6% months 
in case 1, 12 months in case 2, and 6 months in case 
3. Postoperatively the electrocardiographic changes 
showing the presence of hypokalemia disappeared, 
and the duration of the QRS complex decreased in the 
two patients in whom it was prolonged. In one patient 
(case 1) the blood pressure became normal, and in 
another (case 2) it was improved, although mild 
systolic hypertension persisted. In the third patient 
(case 3) no significant improvement in the hypertension 
had occurred six months after surgery, perhaps be- 
cause of irreversible changes due to pyelonephritis. 

Electrolyte Abnormalities.—Hypokalemia is the most 
characteristic change and has been present in all 
known cases '' (table 1). Hypernatremia reported by 
others was not a striking condition in our patients. 
Alkalosis, present in our patients, is usually, although 
not necessarily, present in this syndrome.*” After re- 
mova! of the tumor in each of our patients, the serum 
potassium levels rose (table 1). Subsequently, on nor- 
mal potassium intake, abnormally high serum potas- 
sium levels were observed in all three patients. 
Alkalosis disappeared in all patients, and after surgery 
a mild acidosis developed and persisted for two 
months in one patient and at least four and one-half 
months in another. 
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The shift in serum potassium levels and carbon 
dioxide-combining power through normal ranges to 
values opposite to those that were present postopera- 
tively represents an interesting phenomenon. It may 
he explained on the basis of a compensatory suppres- 
sion of the adrenocortical function that represents the 
presence of temporary hypoaldosteronism. Such a 
phenomenon might be compared to a compensatory 
adrenocortical insufficiency produced by an adrenal 
tumor with adrenal cortical hyperfunction or by the 
use of large doses of cortisone in patients with pre- 
viously normal adrenal glands. 

Diabetes Mellitus.—Diabetes mellitus, not previous- 
ly reported as present, was present in two of our pa- 
tients. In case 1 (fig. 2) the glucose-tolerance curve was 
abnormal preoperatively, normal nine days postopera- 
tively, and was abnormally low six weeks postopera- 
tively. This again might represent compensatory 
hypoaldosteronism. In case 2 the diabetes was more 
severe. It was not eradicated but was markedly 
ameliorated. 

Renal Aspects.—The renal lesion of primary aldo- 
steronism is probably the result of prolonged potassium 
deficiency. Renal biopsy was performed in only one 
patient, and the findings were not striking; however, 
the pathological changes due to potassium deficiency 
are known to be of spotty distribution. Conn '° re- 
ported the renal lesion to be characterized by vacuola- 
tion of the tubular epithelium, focal parenchymal 
calcification, and arteriosclerosis. It is tempting to 
interpret the changes in renal function in our patients 
in the light of these pathological findings. 

In the presence of hypertension, the over-all renal 
blood flow and filtration rate may be well maintained, 
even though renal vascular resistance may be in- 
creased by arteriosclerosis. The impairment of urine- 
concentrating power may be referred to the tubular 
damage, which apparently is such that the cells of the 
distal and/or collecting tubules cannot maintain an 
osmotic gradient. Such defects in the water-conserva- 
tion function have been found in patients whose serum 
potassium was depleted from chronic overdosage of 
laxatives.'° The disproportionately low renal blood 
flow found preoperatively in case 2 is probably another 
reflection of such functional or structural tubular 
damage. 

The mechanism of the failure to form acid urine is 
less easily understood. Chalmers*” has shown that a 


' . ° ° . : 
patient with primary aldosteronism can form acid 


urine when given ammonium chloride. However, per- 
sistence of alkaline urine is the rule, and this is in 
sharp contrast to the persistently acid urine found in 
patients with potassium deficiency. The formation of 
alkaline, potassium-rich urine seems to be a character- 
istic of aldosteronism, and it has been suggested that 
the discharge of cellular potassium into the urine may 
be the primary mechanism of action of aldosteronism. 
The comparatively rapid recovery of the ability to 
form acid urine, as compared with the slow recovery 
of the concentrating function, accords with the inter- 
pretations that the alkalinity of the urine reflects the 
direct action of aldosterone, while the hyposthenuria 
is a secondary result of the cellular potassium defi- 
ciency with resultant structural damage. 
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The postoperative decreases in glomerular filtration 
rate and renal plasma flow in two patients, with sub- 
sequent evidences of slow recovery, are unexplained 
except as decreases in arteriolar pressure may have 
contributed to these conditions. However, such severe 
changes are not observed in the usual hypertensive 
patient who has been successfully treated. 

Other forms of renal disease do not demonstrate 
this pattern of disordered function. Early, severe 
glomerular disease may show an opposite pattern of 
severe depression of glomerular filtration, with relative 
maintenance of tubular functions. Essential hyperten 
sion and other hypertensive states that have resulted 
in severe depression of urine-concentrating power 
usually are associated with definite depression of ex- 
cretory function generally and with proteinuria 
Hence, the pattern of well-preserved glomerular fil 
tration, in association with severe decrease in urine 
concentrating power and persistently alkaline urine, 
seems to be characteristic of primary aldosteronism. 


Summary 


The outstanding clinical features of primary aldo 
steronism include hypertension, recurrent “paralysis,” 
polydipsia, and polyuria. Chemical changes in the 
blood are hypokalemia, alkalosis, and a_ tendency 
toward hypernatremia, Abnormalities in renal function 
are characterized by decrease of urine-concentrating 
power and persistently alkaline urine with good glo 
merular function. Electrocardiographic findings are im- 
portant in detecting hypokalemia. Diabetes mellitus 
was present in two of our three patients. Aldosterone 
diacetate was identified in large amounts in the urine 
of all three. An adrenocortical tumor was removed in 
each instance, and after operation the patient became 
asymptomatic and aldosterone disappeared from the 
urine. Mild acidosis and hyperkalemia appeared tem 
porarily postoperatively, suggesting the development 
of hypoaldosteronism. Blood urea levels became ab 
normally high temporarily in two patients postopera 
tively. Hypertension was corrected in one patient. was 
improved in one, and remained unchanged in the 
third. A glucose-tolerance curve typical of diabetes 
became normal in one patient, and frank diabetes was 
ameliorated in another. The ability of the kidneys to 
acidify and to concentrate urine was restored. 

2020 E. 93rd St. (6) (Dr. Hewlett ). 


Dr. Jerome W. Conn, University of Michigan Medical School 


performed the urinary assays in cases 2 and 3 
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PRECLINICAL TRAINING AND CLINICAL DERMATOLOGY 


Donald M. Pillsbury, M.D., Philadelphia 


One of the most vexing and difficult problems of 
planning medical school curriculums is concerned 
with the amount of time that shall be devoted to 
special org7n systems in preclinical teaching and to 
subspecialties cf medicine and surgery during the 
clinical years. Even a limited survey of medical schools 
in the United States indicates several current trends: 
(1) tentative to bold attempts to increase the emphasis 
upon clinical applications of the basic sciences during 
all four years of medical school, especially the first 
two; (2) earlier introduction of the medical student to 
the patient; (3) sharp restriction in the number of di- 
dactic lectures on clinical subjects to large groups of 
students; (4) increasing opportunity for elective varia- 
tions in the curriculum to suit individual student needs 
and interests, particularly those of students who may 
wish to pursue a career in the basic sciences or in 
academic clinical medicine; and (5) in many schools, 
increasing restriction in the time devoted to clinical 
subspecialties. 

No one can doubt the need for various experiments 
that are in progress; no medical school curriculum is 
perfect from the standpoints of both teacher and 
student, and probably none ever will be. There is, 
moreover, considerable indication that the curriculum 
frequently does not achieve the goal of giving the 
practitioner the background of training, knowledge, 
and motivation that will best enable him to meet the 
often bewilderingly complex problems that he will 
encounter throughout his future professional career. 
I should like to examine briefly the impact that the 
various curricular experiments may be having upon 





From the Department of Dermatology, University of Penn- 
sylvania School of Medicine. 

Read before the 76th annual meeting of the American Der- 
matological Association, Santa Barbara, Calif., June 19, 1956. 


* Dermatology is used as just one example to show 
how medical schools are imposing increasing re- 
strictions on the time devoted to clinical subspecialties. 
Specialty practice actually represents general practice 
as applied to a particular organ system. Good 
grounding in certain special fields is essential to the 
development of a physician with well-rounded knowl- 
edge. 

The skin is the site of many common and important 
allergic diseases as well as drug reactions, which are 
an increasing source of disability and even death. The 
physician must have sufficient preclinical, or basic 
science, knowledge of this body organ in order to dis- 
tinguish between those reactions that are allergic and 
those that are not. This philosophy applies not only to 
all the dermatoses, but to all phases of specialty 
teaching. 





training in the general practice components of the 
subspecialties, with particular reference to derma- 
tology. 


Status of Preclinical Dermatology 


On the basis of samplings of the content of several 
of the more widely used basic science textbooks; ob- 
servation of medical students, residents, and physicians 
over a considerable period of years; and observation 
of the relative lack of studies in basic science depart- 
ments in which the skin is the organ of reference, one 
must conclude that medical students in most schools 
acquire little knowledge of the anatomy, physiology, 
biochemistry, immunology, and microbiology of the 
skin in reference to those facts that have useful appli- 
cation to human disease. There is a considerable gulf 
between the amount of study in the preclinical years 
devoted to organs such as the kidney and liver, for 
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instance, and that devoted to the skin. The competent 
medical student becomes reasonably familiar with the 
normal workings of these organs and is thoroughly 
introduced to their pathological and_ physiological 
abnormalities and to the designations of various clini- 
cal syndromes. As a result, when the student progresses 
to the clinic and wards, the abnormalities of these 
organs are not completely strange and unfamiliar. In 
the case of the skin, however, the preclinical medical 
student ordinarily acquires only a few stodgy and often 
outmoded facts regarding the anatomy and histology 
of the organ, with little reference to any applica- 
tion of these facts to human disease. He learns some- 
thing of tumors of the skin, but little of the other main 
types of pathological aberrations to which it is subject: 
he is taught something of the sensory functions of the 
skin, but ordinarily learns nothing of the mechanisms 
of pruritus; he learns something about the control of 
skin blood flow, and of sweating and of temperature 
regulation, but little or nothing concerning the com- 
mon dermatological syndromes that are produced by 
variations from the normal physiology. 

All of this makes the task of the teacher of clinical 
dermatology more difficult. He cannot, for instance, 
assume that the student knows anything of the normal 
physiological mechanisms of the various adnexal 
glands, of hair and nail growth, of skin keratinization, 
of the normal microbiological flora of the skin, of the 
protective functions of the skin, of the routes of ab- 
sorption of externally applied substances and the phys- 
iological factors controlling this, of the patterns of 
reactions to irritants and sensitizers, and of many 
other factors that are essential to an understanding of 
diseases affecting the skin. It must be recognized, also, 
that teaching in clinical dermatology, if it is excessively 
preoccupied with morphologic minutiae and a stagger- 
ingly polysyllabic terminology, can only serve to dis- 
courage the student. Fortunately, there is a strong 
trend away from this defect in many training centers. 

Lest this seem critical of preclinical teaching, one 
must be mindful of the enormous amount of material 
that the preclinical departments are expected to cover. 
These departments are under unremitting pressure to 
include more about this or that organ or physiological 
mechanism, while at the same time they are surrender- 
ing increasing amounts of lecture and laboratory time 
to clinical “correlation” courses and demonstrations. 
The conscientious preclinical scientist understandably 
develops considerable resistance to changes that he 
may well regard as encroachments on, and diversions 
from, the essential teaching for which he has respon- 
sibility. Furthermore, he cannot be expected to be 
familiar with many aspects of clinical medicine that 
touch upon his scientific discipline. However, if the 
cutaneous system is almost completely neglected dur- 
ing the preclinical years, too many students then re- 
gard the skin as a relatively unimportant inert organ 
and have little concept of its physiological dynamics 
in terms of bodily metabolism as a whole or of various 
cutaneous syndromes. As a result, the complex names 
of the various important dermatoses overwhelm or 
even disgust him in his clinical years, and he turns 
his back upon clinical dermatology as something too 
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abstruse and poorly understood to engage his serious 
attention. This attitude is understandable, though un 
fortunate and unnecessary 


Current Trends 


As a background for the following observations, | 
shall depend upon many personal conferences with 
preclinical scientists and with physicians in various 
disciplines, and upon personal visits to approximately 
one-third of the medical schools of the United States, 
principally as a representative of the National Advisory 
Health Council, U. S$. Public Health Service. There 
will, inevitably, be exceptions in individual medical 
schools to each of the statements in this discussion 

In any plea for a specialized activity in medicine or 
any other formal human 
stantly resist the impulse to see his special activity in 
a disproportionate relation to the whole. There is, 
inevitably, some element of paranoia in any discussion 
of the attention that is being paid to one’s own spe- 
cialized activity. Nevertheless, it is right and, indeed, 
necessary occasionally to point out certain deficiencies 
and adverse trends, if one believes firmly that these 
may lead to a decreased general competence of med- 
ical graduates and to methods of diagnosis and treat- 
ment that are less than optimal. I mention this because 
medical specialists are frequently, and sometimes 
justifiably, suspected of special pleading. 


endeavor, one must con- 


A continuing interest in and concern regarding the 
methods of teaching in the field of diseases affecting 
the skin and in the place of dermatology in medical 
school curriculums has evidenced in 
recent papers.’ These hive largely concerned them- 
selves with teaching in the clinical vears, though with 
some recognition of the current strong trend to extend 
clinical teaching well into the first two vears of med- 
ical school. 


been several 


On the basis of published studies and of personal 
observation, I believe that the following statements 
may safely be put down as representative of a current 
trend in the factors that influence the place of clinical 
dermatology and of preclinical teaching regarding 
the cutaneous organ system. 

First, in clinical curriculums, there appears to be an 
increasing trend in many places to regard all “minor” 
specialties of medicine and surgery as activities calcu- 
lated to benefit a rather small group of patients pre- 
senting unusual and difficult dise ‘ses. It is perhaps not 
sufficiently realized that much specialty practice rep- 
resents general practice as applied to a_ particular 
organ system, or that a very high proportion of defin- 
itive medical care, possibly as high as 50% in urban 
areas, is carried out within the framework of a spe- 
cialty of medicine or surgery. 

Second, the repeated publication of figures relating 
to the disability caused by diseases affecting the 
skin appears to have fallen largely on deaf ears in re- 
spect to many medical school curriculums. The time 
available for teaching dermatology has, in general, 
decreased rather than increased, though there are 
notable exceptions to this. In contrast, recognition of 
the significance of dermatological disability and the 
need for support of investigative studies to aid in re- 
ducing its incidence has brought firm and heartening 
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action from a number of governmental and semigov- 
ernmental agencies. This has included the establish- 
ment of a subcommittee on the cutaneous system of 
the National Research Council; a survey of dermato- 
logical research under the auspices of the National 
Advisory Health Council of the National Institutes 
of Health, with the resultant establishment of several 
long-term grants-in-aid and provision for a more 
sympathetic and informed review of requests for sup- 
port of studies in which the skin is the organ of ref- 
erence; and the establishment of a commission on 
cutaneous diseases of the Armed Forces Epidemio- 
logical Board. Even more important is a determination 
in a few medical schools, particularly on the part of 
professors of medicine with broad interests, to support 
the establishment and maintenance of truly effective 
departments or sections of dermatology. 

Third, in spite of the increasing amount of money 
available for grants-in-aid in all clinical fields (pos- 
sibly more than can be spent effectively at the present 
time), the amount of “hard money” available for 
facilities and permanent personnel in many clinical 
specialties has increased but little, though again there 
are exceptions. Death, cardiovascular disease, cancer, 
insanity, blindness, and paralysis may be dramatized 
easily for the purpose of obtaining large amounts of 
money from the public, but this is not the case in re- 
spect to diseases affecting the skin, however numerous, 
psychotraumatic, and disabling they may be. “Cate- 
gorization” of support of medical and scientific re- 
search is the current fashion and looms as an increas- 
ing threat to many general and special fields of 
medicine. 

Finally, in addition to the lack of adequate training 
of medical students in most schools in dermatology, 
there appears to be little or no provision for the 
dermatological training of residents in other specialties. 
For instance, I am not aware of any regular provision 
for the training of residents in internal medicine, in 
radiology, in surgery, in hematology, and in many 
other specialties in respect to skin diseases. This often 
results in errors and misconceptions. Though many 
internists have a sound grasp of dermatological prin- 
ciples, others are quite naive and unskilled in the 
diagnosis of skin conditions and recognize this fact 
by refusing to have anything to do with patients with 
skin disorders. An abundant and often erroneous lit- 
erature has grown up in respect to banal skin lesions 
as signs of systemic disease. Manifest seborrheic 
dermatitis or rosacea too often is regarded 115 a sign of 
disseminated lupus erythematosus, everv scaling erup- 
tion of the hands and/or feet as a fungal infection, 
every dark tumor of the skin as a melanoma, and a 
plantar wart remains a wart ad infinitum, and never 
becomes a scar, however strenuous the methods of 
treatment that have been employed. While one can- 
not but applaud and encourage studies leading to the 
interpretation of skin lesions in terms of systemic 
disease, this must not be allowed to lead to neglect of 
the morphologic changes that characterize a wide 
variety of dermatoses. It must not be forgotten that 
certain skin lesions are, to the practiced eye, fully 
as characteristic as a typical cytological picture under 
the microscope. 


J.A.M.A., June 15, 1957 


Little Comment on Skin in Basic Textbooks 


It is instructive to review some of the outstanding 
basic science textbooks in respect to the attention 
that is paid to the functional anatomy, physiology, 
chemistry, and immunological phenomena of the skin. 
No criticism of the volumes as a whole is implied; the 
amount of coverage on the skin in such volumes should, 
however, be considered in the light of the abundant 
source material that has become available in recent 
years and that has been summarized in Rothman’s 
monograph on the physiology and chemistry of the 
skin.” 

In the field of physiology, one of the older volumes, 
Macleod’s Physiology,* has a two-page discussion of 
vascular responses of the skin and brief paragraphs on 
temperature control and water and chloride balance. 
Starling’s Human Physiology * has a fairly extensive 
discussion of the skin and- its glands, including the 
physiological implications of its structure and its in- 
fluence on temperature control and electrolyte bal- 
ance, and sections on cutaneous circulation and cu- 
taneous innervation. Among the recent books, Howell's 
Physiology ° has a short section on blood flow to the 
skin and mentions thermal sensitivity. Best and Taylor’ 
devote seven pages to the blood supply of the skin, and 
a page to cutaneous sensations. From none of these 
books could a student obtain a broad concept of the 
physiology of the skin, as applied to cutaneous or 
systemic disease; indeed, the respective authors prob- 
ably had no such purpose in mind. 

In the field of biochemistry, Cantarow and Schep- 
artz ’ devote a few pages to the chemical composition 
of the skin and of pigment. West and Todd * have 
similar coverage of the same subject. From neither 
of these books would one obtain an idea of the extent 
to which the skin participates in the biochemical 
physiology of the body, from either the systemic or 
local cutaneous standpoints. Dermatopathology is, 
however, receiving increased attention in textbooks of 
general pathology.” 

In the field of therapeutics, the monograph by Good- 
man and Gilman ‘’ describes the mode of action and 
general usefulness of many drugs that are employed 
in dermatological therapeutics. In commenting upon 
some phases of skin therapy, however, the authors 
are understandably reticent, because there are no pre- 
cise ideas as to the way in which many topically ap- 
plied compounds produce and effect, if indeed, they 
are effective at all. There is a considerable unknown 
area in topical therapeusis on which light needs to 
be shed. 


Contributions of Clinical Dermatology 


A survey of the contributions to basic knowledge 
that have come from investigators working in depart- 
ments of dermatology reveals a solid body of funda- 
mental information of much value, to which additions 
have been made at an accelerating rate during the 
past decade. I think that it can be said that with no 
other organ has scientific advance been more de- 
pendent upon work in clinical departments as opposed 
to basic science departments. This is, of course, in the 
tradition of the German and Scandinavian schools of 
dermatology, from whose work so much information 
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of general and special value resulted. Along with the 
increasing amount of investigative work being carried 
out in departments of dermatology in the United 
States, it is heartening to note the strong resurgence 
of the German school. Though little is known definitely, 
at least insofar as formal publications are concerned, 
there is reason to believe that investigative work of 
high caliber is being carried forward in various large 
and well-supported departments of dermatology in the 
U. S. S. R. In discussing these matters with Russian 
physicians, one is struck by the fact that they are 
thoroughly familiar with American medical and scien- 
tific literature, while we have little or no knowledge 
of theirs. 


Suggested Basic Science Coverage 


In the considerable literature on the physiology 
and chemistry of the skin, there is admittedly much 
that has no practical application as yet, and there are 
some things that are erroneous. Persons in charge of 
basic science curriculums might justifiably ask what 
material would be worth including in the basic science 
training of medical students. Following are summaries 
of such material, based on chapters in “Dermatology.” "* 

The Whole Skin as a Vital Body Organ.—The funda- 
mentals covering the general structure of the skin are 
ordinarily taught in courses in anatomy and histology. 
Such teaching is usually confined to a recitation of the 
various layers and cell types. It would be of great 
value if even an hour could be devoted to the skin as 
an essential organ of the body, a shield without which 
life is impossible. The student should clearly under- 
stand the numerous functions of the skin and the 
mechanisms involved, including particularly the ana- 
tomic and physiological mechanisms of its protective 
function and its importance in heat regulation and in 
sensation and secretion. It is of particular importance 
that the student acquire a working knowledge of the 
various types of accessory glands, of the functions 
that they serve, and of the main disturbances to which 
they are subject. 

The Epidermis.—Consideration of the epidermis 
offers a golden opportunity for the teaching of dynamic 
physiology and pathology, especially in the light of 
recent important studies having general biological 
significance.'* Among the basic science allusions that 
would be highly instructive clinically are the mech- 
anisms of kernatinization, with the fascinating progress 
of the cells in the basal layer toward a useful ker- 
atinous death, the reactions of the epidermis to physi- 
cal and immunological insult, the forces that control 
and maintain the integrity of the stratum corneum, 
and the types of inflammatory or neoplastic reaction 
to which the epidermis is subject. If the participation 
of the epidermis in psoriasis, in callus formation, in 
viral and superficial fungal infections, and in reactions 
to the external environment could be included, the stu- 
dent would later find much of clinical dermatology 
less strange and unfamiliar. 

Pigment Formation.—The story of the mechanisms 
of pigment formation is one of the most revealing 
and instructive in all dermatology. It would appear to 
be receiving increasing attention in basic science teach- 
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ing, because it has much appeal to biochemists, pa- 
thologists, oncologists, and geneticists. Obviously it 
touches upon many clinical syndromes, including 
vitiligo, reactions to chemical and actinic stimuli, and 
various benign tumors, moles, and melanomas. Its im 
portance in the interpretation of systemic disease, with 
particular reference to endocrinological disturbances 
and adenocarcinoma, is well known. An understanding 
of the present knowledge of pigmentation is essential 
to competence in general medicine. 

Keratinization.—An individual whose skin fails to 
keratinize will die; keratinization is the most crucial 
function of the epidermis. Though there are many 
aspects of keratinization that are poorly understood, 
the available information offers a fascinating story 
A few facts regarding the differentiation between soft 
and hard keratin, and the effects of various chemicals 
upon it, have much practical significance, and intrigue 
medical students. Many of the essential phenomena 
of aging can be demonstrated in the epidermis and the 
structures that arise from it. The usefulness of facts 
regarding keratinization is seen in the considerable 
number of diseases, many of them very common, that 
illustrate deviations from the normal physiology of 
this layer. It has recently been shown that a diagnosis 
of psoriasis may be made on the basis of certain chem- 
ical characteristics of the scales."* 

Permeability of the Skin.—Permeability is an aspect 
of skin physiology that has much practical application, 
both systemically and cutaneously. Were it not for 
the resistance of the skin to many external agents 
from without, and to the passage of water externally 
from within, man could not survive, and it is worth- 
while for the student to know something of the mech- 
anisms involved. Understanding of these also has 
obvious application in the field of topical therapeusis, 
and furnishes an explanation for the lack of effective- 
ness of many agents that might be expected to exert a 
physiological action when applied to the skin. 

Growth of Hair and Nails.—It would appear that in 
most medical schools (and dermatology textbooks ) 
the hair and nails are presented as dead structures. 
Many polysyllabic names are given to disturbances in 
their growth, most of them not worth learning. Though 
many diseases of the hair and nails admittedly are 
poorly understood, certain facts have wide practical 
usefulness. These structures are not essential to life, 
but patients have a consuming interest in them. The 
clinical correlations are numerous and offer an op- 
portunity for an understanding of nail distortions 
secondary to local inflammation and in response to 
systemic disease and of the influence of heredity, hor- 
mones, and local disease upon hair growth to produce, 
variously, increased or decreased growth, or alopecia. 

Glands of the Skin.—It is obvious that an understand- 
ing of the anatomy and physiology of the sebaceous 
gland and of the pilosebaceous unit is essential to the 
understanding of a wide variety of common derma- 
toses. It is, furthermore, of significance in respect to 
the normal physiology by reason of the bacteriostatic 
and fungistatic properties of sebum and the produc- 
tion of vitamin D. Acne alone, which, in its beginning, 
is a physiological process rather than a disease, fur- 
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nishes adequate justification for much more thorough 
discussion than this gland ordinarily receives. I sus- 
pect that much of the futile or even harmful treatment 
that is given for acne would stop if the functions and 
aberrations of sebaceous glands were better under- 
stood. Consideration of the apocrine gland likewise 
offers the opportunity for an interesting story of 
phylogenetics, of highly specialized structure, of ata- 
vistic function, of clesr-cut diseases arising from it, 
and of an underst»nding ef body odor. 

The eccrine gland needs no emphasis on its im- 
portance, in terms of both maintenance of body 
temperature and physiological adaptation to exercise 
and heat and as a producer of or contributory factor 
to a wide variety of cutaneous diseases, many of them 
exceedingly common. The gland offers interesting and 
stimulating possibilities for illustrating the effects of 
various drugs acting upon the autonomic nervous 
system and a clear illustration of the relation of the 
psyche to disturbances in physiology. Much of this is 
easily demonstrable by simple experiments. 

The Corium and Subcutaneous Tissue.—It is pos- 
sible that the corium and subcutaneous tissue receive 
more attention in basic science courses than any other 
portion of the skin. Their embryologic development is 
fascinating, end the persistence of the primitive mesen- 
chymal cell throughout life, with its potentiality for 
development into histiocytes, fibrocyvtes, and masto- 
cytes, furnishes an almost irresistible stimulus to 
anatomists, pathologists, and physiologists. The mast 
cell is now a focus of general scientific interest and 
study. The emphasis upon the so-called collagen 
diseases has focused clinical attention upon this fib- 
rous material. The possibilities of clinical derma- 
tological illustration of disturbances of various parts 
of the skin and subcutaneous tissues are obvious and 
numerous, e. g., the phenomena of inflammation, 
histiocytoma, collagen diseases, degenerative changes, 
and tumors. The applications to an understanding of 
various systemic diseases are likewise obvious, be- 
cause of the presence in the skin of so many cellular 
elements that are the same as those found in many 
viscera. 

The Blood Vessels and Nerves.—The blood vessels 
and nerves are the structures of the skin that have 
received most attention from general physiologists and 
are dealt with rather fully in most basic science courses. 
The phenomena that are instructive in respect to cu- 
taneous disease are innumerable, e. g., the response 
to cutaneous injury, the various common disturbances 
related to physiological or anatomic derangements of 
circulation, the protective nerve end-organs of the 
skin, the adrenergic and cholinergic stimuli that play 
a role in many passing or permanent skin disturbances, 
and man’s mechanisms for perceiving his environment. 
In all this, unfortunately, little is ordinarily said re- 
garding pruritus, which is by far the most important 
contributor to cutaneous diseases arising from sensa- 
tion; much has been added to knowledge of this condi- 
tion recently.’* 

Pathological Patterns.—As noted above, the patho- 
logical patterns of the skin are now well covered in 
most modern textbooks of pathology. This is probably 
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in response to two compelling forces: the markedly 
increased use of biopsies as a routine method of study 
in various dermatoses and the fact that many highly 
competent general pathologists have not received pre- 
vious training in the common cutaneous syndromes, 
It is my impression that, for the medical schoo] stu- 
dent, a teaching approach from the standpoint of the 
main general patterns of reaction will lead to less 
confusion than if the pathology of various tumors and 
benign dermatoses is described individually. The for- 
mer approach gives the student a logical basis for fix- 
ing the impressions he has received. If the student is 
required to retain the specific pathological character- 
istics of a wide variety of tumors and dermatoses, he 
will become frustrated and confused. Nevertheless, 
here is an aspect of basic and applied science that 
can be of much aid to the physician if the general 
principles are clearly expounded. 

Cutaneous Mycology.—Consideration of the myco- 
logic flora of the human skin furnishes an opportunity 
for an understanding of the fungi themselves and of 
the variations in host-parasite relationships. It is quite 
probable that in most departments of microbiology in 
the United States there is no one with sufficient 
training in mycology to realize this teaching oppor- 
tunity to its fullest extent. On the other hand, many 
dermatologists have received much basic training in 
mycology, and their services can well be employed in 
this field of preclinical teaching. Much can be ac- 
complished in a few hours of demonstration, though 
preoccupation with the precise botanical cultural 
characteristics of different fungi should be resisted. 

Cutaneous Bacteriology.—At present the physician 
has the upper hand in respect to acute bacterial in- 
fections affecting the skin. There is much to indicate, 
however, that this advantage is momentary in the 
general scheme of things and that within a decade 
or more many of the bacteria affecting certain groups 
of patients will be capable of resisting most of the 
antibacterial agents presently available, or the patient 
will not be able to use the preferred antibiotic be- 
cause he has become sensitized to it. An understand- 
ing of host-parasite relationships is of exceeding im- 
portance, and there is no organ in which this is more 
easily demonstrable than the skin. The normal flora 
and the mechanisms that disturb it are quite well 
understood, though the individual forces that are 
operative are by no means as clear. The known mech- 
anisms by which the skin defends itself against 
bacteria are of general biological importance. Much 
cutaneous disease is produced by ill-advised overuse 
of topically applied antibacterial agents, and the stu- 
dent should understand this. In respect to certain 
systemic bacterial infections, demonstration of the im- 
munological state by means of skin tests is essential, 
and this subject is probably dealt with in every course 
in microbiology. An understanding of delayed skin 
test reactions of any type, whether from fungal, bac- 
terial, or chemical antigens, furnishes a means of 
understanding a wide variety of cutaneous phenomen 
and provides much insight into many systemic infec- 
tions. 
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As a corollary to the preceding paragraph, an 
understanding of the basic principles of allergy and 
hypersensitivity has wide clinical application. The 
means by which the skin can serve as an illustrative 
organ for demonstrating these principles are so numer- 
ous as to hardly need mention. The skin is the site of 
many common and important allergic diseases, prin- 
cipally allergic contact dermatitis, angioedema, and 
some drug reactions. It also serves as the test organ 
for detecting allergic states, though this is subject to 
much misinterpretation clinically and the student 
should be aware of the pitfalls. Drug reactions consti- 
tute an increasing source of disability and death at 
the present time, and the student should clearly under- 
stand the means of distinguishing between those reac- 
tions that are allergic and those that are not. 

The above examples of opportunities for derma- 
tological teaching in relation to the basic sciences are 
sketchy and incomplete. Even so, it is doubted that all 
of these subjects are touched upon in the first two years 
of study in any medical school. Furthermore, it is too 
much to ask that basic scientists who are interested 
in fundamental phenomena be familiar with the appli- 
cation of the above principles to man. It is to be 
hoped that, as more clinicians receive grounding in 
these fundamental sciences, more will be asked to 
participate in the preclinical teaching. These topics 
must be integral parts of the course, not covered only 
in two or three ancillary “correlation” discussions. 


Conclusions 


The opportunities and time available in the clinical 
vears for the teaching of dermatology have apparently 
decreased rather than increased in most medical 
schools. The trend is away from specialty teaching, 
though this may have swung too far in the absence of 
realization that a good grounding in certain special 
fields is essential to the development of a physician 
with well-rounded knowledge. It was obvious, on the 
basis of the experience with medical officers during 
World War II, that the dermatological training offered 
in many medical schools was completely inadequate. 
Although methods of dealing with many dermatoses 
have improved greatly during the past few years, it is 
doubtful that they are receiving full application. Bet- 
ter methods of training medical students in the inter- 
pretation and treatment of diseases affecting the skin 
offer an opportunity for advancement of the public 
health that is fully as important as the extension of 
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investigative studies. Though many new tools are at 
hand, they are useless if the physician does not know 
how or when to employ them. 


3400 Spruce St. (4). 


Sidney Gross, M.D., assisted in surveying the medical litera- 
ture bearing on this paper. 
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Glucose Metabolism.—The first step in the utilization of glucose involves its transformation 
under the enzymatic action of hexokinase to glucose-6-phosphate. This in turn may be con- 
verted to glycogen after conversion to glucose-l-phosphate, be hydrolyzed to re-form glucose, 
oxidized to 6-phosphogluconic acid or isomerized to fructose-6-phosphate. By retarding the 
formation of glucose-6-phosphate the subsequent steps in the utilization of carbohydrate are 
prevented. This reaction, which is a necessary initiator of the use of carbohydrate in the body, 
does not proceed at its normal rate in the absence of insulin. The reaction of glucose to form 
glucose-6-phosphate, under the enzymatic action of hexokinase, is promoted by insulin and 
blocked by the adrenal and pituitary hormones. Glucose does not enter into the cell by simple 
diffusion, as was once assumed, but requires the presence of insulin to permit its transferral 
from the extracellular to the intracellular compartment.—A. Grollman, M.D., Diabetes Mellitus— 
Physiologic Considerations, American Practitioner and Digest of Treatment, April, 1956. 
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MANAGEMENT OF MYOFASCIAL PAIN SYNDROMES IN GENERAL PRACTICE 


John J. Bonica, M.D., Tacoma, Wash. 


It is the purpose of this paper to review briefly the 
etiology, symptomatology, and methods of manage- 
ment of myofascial pain syndromes with trigger 
mechanisms. These syndromes constitute a group of 
disorders characterized by the presence of a very 
hypersensitive region, the so-called trigger area, in one 
of the muscles or in the connective tissue, together 
with a specific syndrome of pain, muscle spasm, ten- 
derness, stiffness, limitation of motion, weakness, and 
occasionally autonomic dysfunction in an area of 
reference which is usually at some distance from the 
trigger point. These disturbances have been previously 
described as, among other terms, myalgia, myositis, 
fibrositis, fibromyositis (or myofibrositis ), fascitis, myo- 
fascitis, muscular rheumatism, and muscular strains. 
Although trigger mechanisms are associated with a 
great variety of diseases, the present discussion will be 
limited to those implicating myofascial structures. 

The management of myofascial pain syndromes con- 
stitutes one of the most important problems encoun- 
tered in general practice. The significance of this 
problem stems from several factors, not the least 
significant of which is that these disorders are among 
the most frequent causes of severe, disabling pain. In 
fact, they are the most common musculoskeletal dis- 
abilities of the shoulder girdle, neck, and low back.’ 
Moreover, because of their peculiar symptomatology, 
until recently their true nature was not generally 
recognized, and consequently they were often mis- 
diagnosed and wrongly treated as bursitis, arthritis, 
and occasionally as visceral diseases. Fortunately, dur- 
ing the past several years, through the efforts of Travell 
and her associates,’ Stockman,* Good,* Mennell,* Gut- 
stein,® and Gorrell and others,’ the various myofascial 
svndromes have been described, properly delinested, 
and classified; their mechanism is better understood, 
and effective methods of treatment have been devel- 
oped. A very significant consideration, which makes 
this group of disorders particularly important to the 
general practitioner, is that they are relatively simple 
to manage, since most of the therapeutic procedures 
can be carried out in the physician’s office, and, when 
treatment is properly executed, prompt cure ensues. 
On the other hand, if therapy is incorrect, chronic 
disability results. 

Etiology 


The most important causes of myofascial pain syn- 
dromes are sudden traumas to myofascial structures. 
After acute injury to muscles, bones, and joints in some 
individuals, there are formed “trigger areas” (this 
term, as used here, is synonymous with “trigger zones,” 
“trigger points,” “myalgic spots,” and “myalgic areas’ ). 
These trigger areas may be defined as small, circum- 
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¢ The myofascial pain syndromes are characterized 
by the existence of a hypersensitive region, called the 
trigger area, in a muscle or in the connective tissue, 
together with a specific painful reaction elicited in 
some related target area when the trigger area is 
stimulated. The more common forms of this syndrome 
have been mapped anatomically. Physiologically they 
represent a self-sustaining vicious circle of pain- 
spasm-pain. This can be broken at several points by 
attacking either the motor or the sensory part of the 
mechanism. Consequently, local anesthesia, physical 
therapy, corrective exercise, and psychotherapy can 
all contribute to a cure, and the relief is sometimes 
dramatic. Two methods for applying local anesthesia 
are described. 
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scribed, hypersensitive regions in muscles or in connec- i 
tive tissues from which impulses arise and bombard F 
the central nervous system to produce referred pain. 7 
The trigger area is so called because its stimulation, 7 
like the pulling of the trigger of a gun, produces effects 
at another place (the target), called the “reference 
zone’ or “area of reference.” This term, then, implies 
the existence of a relationship between two different 
topographical areas, the trigger and the target. While 
much clinical evidence has been adduced as to what 
trigger areas do, very little information has been ob- 7 
tained concerning either their exact histological make- | 
up or the neurophysiological mechanism by which | 
they operate. Frequently more than one of these trig- 
ger areas are found in pain syndromes, each having a 
site of reference comprising a portion of the pain 
pattern. 

In addition to severe, acute trauma, the role of 
which in these disorders is made obvious by the 
prompt onset of symptoms, the trauma of slight in- 
juries may play an equally important part. In these 
latter cases, the injury is such that its connection with 
the pain syndrome is not readily traced and the rela- 
tionship is overlooked because the symptomatology 
develops only gradually. Even less frequently recog: 
nized, and yet equally important, as a cause of myo- 
fascial pain syndromes are the repetitious microtrav- 
mas of daily living and chronic muscular strain, 
especially in sedentary individuals over the age of 35. 

In addition, trigger areas may be initiated by the 
chilling of fatigued muscles, arthritis, acute myositis, 
nerve injuries, and other neuromusculoskeletal dis- 
orders and by visceral ischemia or dyskinesia. General 
fatigue and low metabolic rate, with creatinuria, 
chronic infection, and psychogenic stress, may act as 
predisposing factors in the development of trigger 
areas. 

These abnormal foci of pain can be activated by 
pressure, by motion that stretches the structure con- 
taining them, or by intense heat or cold. Diathermy 
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often aggravates the pain. These areas are also very 
sensitive to such prolonged cooling as occurs in damp 
weather or after being in drafts. It should be men- 
tioned that, although the trigger mechanism is set off 
hy pressure, if the latter is sustained it will often block 
the mechanism. 

Perhaps the most important characteristic of the 
trigger area from a therapeutic standpoint is that, by 
local block procedures with only transitory pharmaco- 
logical action, it can be rendered nonexcitable, and 
the vicious pain cycle can be terminated for long 
periods of time or even permanently. 

Occasionally, the sensitivity of the trigger area is 
reduced only to a certain point by the local block, or 
perhaps such reduction may occur spontaneously 
without treatment. In such instances the patient is left 
with a clinically latent trigger mechanism, which may 
be later activated by one of the factors mentioned 
above. Such latent trigger areas may be found in 
individuals who have had in the past an acutely pain- 
ful shoulder, even though at the time of examination 
they have no pain or disability, and even in individuals 
without previous history of myofascial disorders. As 
most persons grow older, thev develop clinically latent 
trigger areas, which can be dormant for years but 
ready to be activated. by multiple stress factors. 

A prolonged barrage of noxious impulses from a 
trigger area is conducive to the creation of secondary 
tender areas in the zone of reference. In such instances 
the more recent secondary foci may be a major source 
of pain, and it is not until these are blocked that the 
primary focus becomes evident. Although trigger areas 
may develop in any muscle, viscera, or connective 
tissue anywhere in the body, they occur most frequent- 
ly at sites of greatest mechanical stress. Consequently 
myofascial pain syndromes occur most frequently in 
the shoulder girdle, low back, and neck. 


Symptomatology 


Stimulation of trigger areas produces pain, tender- 
ness, and muscle spasm in the area of reference. The 
resistance to stretching leads to apparent shortening 
of the affected muscle or muscles, with limitation of 
motion and weakness. High-intensity discharges from 
the trigger area may be accompanied by vasomotor 
changes (usually vasoconstriction ) and by other auto- 
nomic effects, such as cutis anserina and sweating, 
limited to the reference zone of pain. 

The pattern of this referred pain and associated 
phenomena is relatively constant and predictable, a 
fact which indicates that impulses concerned in the 
unfamiliar reference of somatic pain, like that of vis- 
ceral pain, follow fixed anatomic pathways." This pre- 
dictablility of pain patterns enables one to use a known 
reference pattern by which to locate the myofascial 
source of the pain. It must be added, however, that 
the distribution of referred somatic pain, though re- 
markably constant for the structure stimulated, does 
not follow a dermatomal pattern or nerve root distri- 
bution. This lack of neurotomal distribution of the 
symptomatology has been perhaps the most important 
tactor which has delayed recognition of this group of 
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disorders as clinical entities. In fact, some physicians 
have been inclined to discount their existence by 
labeling them functional. However, too many responsi- 
ble clinicians have reported noting the characteristic 
trigger areas and patterns of symptoms and _ signs 
which have been surprisingly constant among hun 
dreds of patients. Recently Sola and Williams ** have 
adduced objective evidence, by means of galvanic 
stimulation and exploration with a neurodermanom- 
eter, that suggests that there is abnormal vasomotor 
activity in the trigger area. 

When the trigger area is located in the fibrous struc 
tures about a joint, pain is usually not referred to any 
great distance from the trigger area, whereas, when 
the trigger area is located in muscles, the pain is usual- 
ly referred to areas a considerable distance away. This 
is not a strict rule, because occasionally the reference 
zone surrounds the trigger area. It must be empha- 
sized, however, that in most instances the site of the 
trigger area is not within the zone of reference. 

The referred pain is dull and aching in character, 
and its intensity may vary from a low-grade discomfort 
to a type of pain which is very severe and incapacitat- 
ing. It is usually elicited explosively and spontaneous] 
as soon as the trigger area is stimulated. The extent 
of the area of the referred pain (and associated phe- 
nomena) apparently depends on the sensitivity of the 
trigger area. If the trigger area is very sensitive, there 
is a wide radiation of pain to include an essential zone 
of reference and a “spill-over” zone, whereas, if it is 
not very sensitive, pain is present in the “essential” 
zone only. The deep hyperalgesia or tenderness in the 
reference zone, which accompanies the referred pain 
when a trigger area is stimulated, persists longer than 
the pain. Cutaneous hyperesthesia sometimes also ap- 
pears. 

Skeletal muscle spasm almost always accompanies 
stimulation of these regions. Continued muscle spasm, 
with production of metabolites, may serve as a new 
source of noxious stimuli which bombard the inter- 
nuncial pools. Thus, spasm leads to pain and pain to 
further splinting and spasm; and so a self-sustaining 
vicious cycle is developed. Unless this self-propagating 
cycle is interrupted, the prolonged spasm and conse- 
quent immobility may lead to organic changes of any 
joint which may be involved in the pain syndrome. 

In addition to the above signs and symptoms, cer- 
tain concomitant autonomic effects, such as vasocon- 
striction, edema, or sudomotor hyperactivity, may also 
be produced when the trigger areas are of high in- 
tensity. In such instances these trigger points act as 
sympathetic excitants and, as such, respond readily 
to various stress factors, especially those of psychic 
origin. 

The most common myofascial pain syndromes are 
illustrated in figures 1 and 2. These figures represent 
composite patterns found in patients examined in our 
clinic and also patterns noted by Travell and her asso- 
ciates * and by Sola and his co-workers.” 

Some of the pain syndromes about the shoulder 
girdle deserve special mention, because they are the 
most common cause of disability in this region. Our 
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experience, as well as the experience of others,’° sug- 
gests that many cases which in the past have been 
diagnosed as subacromial bursitis, tendinitis, arthritis, 
periarthritis, and brachial neuritis were actually myo- 
fascial pain syndromes, with trigger areas in the mus- 
cles of the back and shoulder girdle and pain referred 
to the shoulder and arm. The lower end of the levator 
scapulae muscle near its insertion is particularly liable 
to develop a trigger area which, when stimulated, 
produces pain, tenderness, muscle spasm, and stiffness 
in the posterior portion of the neck and occipital region 
of the head. When the trigger area is unusually sensi- 
tive, the pattern may also involve the posterior aspect 
of the shoulder and suprascapular region. 
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cervical fasciae and consequent reflex fatigue, reflex 
imbalance, and degeneration of the somesthetic mech- 
anism. Later there is implication of the brachial plexus, 
resulting in neuromuscular signs and symptoms. These 
writers believe that postural changes, producing round 
shoulders and drooping of the shoulder girdle, are 
important underlying etiological factors, but the con- 
dition is usually precipitated by fatigue and excessive 
use of, or injury to, the shoulder complex. At first there 
is a deep-seated pain in the shoulder, but later the 
pain may become more severe and spread to one or 
more of the following regions: (1) up the neck to the 
occiput and the side of the head; (2) down the back 
of the arm and often to the forearm, wrist, and hand; 
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Fig. 1.—A, diagrammatic representation of scapulocostal syndrome. “x” 


represents site of trigger area at superior medial angle of 


scapula, while stippled areas represent various patterns of pain reference (see text). (After Michele and associates.'') B, myofascial 
pain syndromes of shoulders and arms. Note location of trigger areas ( x ) and reference of pain in “essential” (black) and “spill- 
over” (stippled) zones of reference. C, infraspinatus syndrome. D, myofascial pain syndromes of the head and neck. E, diagrams 
showing most important pain patterns (black and stippled) of the chest caused by trigger areas ( x ) in various muscles, F, vari- 
ous myofascial pain syndromes of the low back. (After Travell and Sola.) 


Michele and his associates '’ have recently described 
a symptom complex closely related to the levator 
scapulae syndrome, which they labeled the “scapulo- 
costal syndrome.” They defined it as a pattern of pain 
radiation involving the shoulder and pectoral girdle, 
with a trigger point at the superior medial angle of the 
scapula. They found this condition in one-third of the 
middle-aged individuals presenting shoulder com- 
plaints, both sexes being equally affected. They suggest 
that this syndrome is a manifestation of a drag on the 


(3) around the chest, particularly along the course of 
the fourth and fifth intercostal nerves; and (4) a com- 
bination of these, as depicted in figure 1A. Muscle 
spasm and limitation of motion are usually present. 
The most significant diagnostic finding is a definite 
trigger point beneath the upper medial angle of the 
scapula in conjunction with the posterior chest wall. 
When the pain involves only the left side of the chest, 
it simulates angina pectoris. We have seen a number 
of patients who had been treated for myocardial in- 
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farction and who actually had myofascial pain syn- 
drome, which responded dramatically to local block 
therapy. 

\nother frequent cause of shoulder pain in young 
idults is the infraspinatus syndrome, which is charac- 
terized by a trigger point in the inferior lateral portion 
of the muscle and by pain referred to the anterior 
lateral aspect of the shoulder and the region of the 
long head of the biceps. Not infrequently there is also 
radiation down the arm, forearm, and hand and asso- 
ciated fatigue of the shoulder girdle, weakness of the 
grip, loss of range of motion of the shoulder, hyper- 
hidrosis of the axilla, and vasomotor changes. 

The trapezius muscle is another commonly involved 
structure in painful syndromes of the head, neck, and 
shoulder girdle. The most common etiological factor 
here is chronic strain due to poor posture (shoulder 
droop ). In most cases the trigger area is located in the 
superior margin or in the infrascapular portion of the 
muscle, and the pain is in the neck, in the back of 
the head, and occasionally to the side of the head, 
centering in the temple and back of the eyeball. In 
addition, there is spasm of the lateral neck muscles 
and vasoconstriction of the temporal artery. 

The sternomastoid syndrome is characterized by a 
trigger area anywhere along the length of the sterno- 
cleidomastoid muscle and by pain on the forehead, 
about the hair line, in the ear, in the posterior mastoid 
process, and in the throat and chin. In addition, there 
is pain of lesser degree through the face. Spasm of 
this muscle, which frequently accompanies the pain, is 
a common cause of acute stiff neck. Autonomic effects 
associated with this syndrome include vasoconstriction 
of the temporal artery, which is followed by vasodila- 
tation as soon as the trigger area is blocked, and sweat- 
ing of the same side of the head. A certain number of 
the patients with sternomastoid syndrome develop 
chest pain, mainly in the substernal region, which 
simulates angina pectoris. 

After acute trauma or, more frequently, chronic 
strain, a number of other muscles, including the pec- 
torals, the serratus anterior, and the sternalis, may 
develop trigger areas which produce chest and arm 
pain that may be misinterpreted by the patient and 
physician to be of cardiac origin. In such cases there 
is no electrocardiographic or other evidence of organic 
heart disease. On the other hand, it has been demon- 
strated repeatedly that trigger areas may develop in 
chest muscles as a result of cardiac ischemia.“ It is 
well known that myocardial infarction produces spasm 
of the chest muscles as a visceromotor reflex phenome- 
non in a manner similar to the reflex muscle spasm 
associated with acute abdominal disorders. This sec- 
ondary muscle spasm may give rise to trigger areas 
which serve as a new source of noxious impulses 
which, in turn, give rise to pain. By injecting these trig- 
ger areas, which are usually located in myofascial 
tissues, or by spraying the overlying cutaneous tissue 
with ethyl chloride, the vicious circle is interrupted and 
relief is effected, sometimes permanently. 

Trigger points found in muscles of the suboccipital 
region and face are common causes of pain in the 
upper posterior portion of the neck, the back of the 
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head, and the face. Unilateral low-back pain in young 
adults is commonly found to be secondary to activation 
of trigger areas located at the insertion of the quad- 
ratus lumborum muscle to the transverse process of 
the upper three lumbar vertebrae and the 12th rib 
The pain may be localized to the back but is frequently 
radiated to the lower abdominal wall and anterior 
thigh. Other common causes of pain in the antero 
lateral thigh as well as the hip are trigger points in 
the tensor fasciae latae, gluteus medius, or sartorius 
Trigger points frequently develop after simple sprains, 
particularly of the ankle, and produce myofascial 
syndromes, which can be cured by infiltration of the 
trigger area with a local anesthetic or by the ethyl 
chloride spray technique. 
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Fig. 2.—Myofascial pain syndromes of the lower extremities. 


Diagnosis 


Diagnosis of these syndromes depends upon identi- 
fication of the trigger area by noting the aggravation 
of pain when it is stimulated and the elimination of 
pain when it is injected with a local anesthetic. These 
conditions must be differentiated from neurological, 
vertebral, or paravertebral lesions by thorough physical 
(mainly orthopedic), roentgenographic, and neurologi- 
cal examinations. The distinction is relatively simple 
to make, since distribution of pain of myofascial 
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disorders is not segmental, nor does it fit a peripheral 
nerve distribution. Moreover, there is usually no sen- 
sory deficit or reflex change with myofascial pain syn- 
dromes. On the other hand, movement of the part 
markedly aggravates the pain of myofascial syndromes. 


Treatment 


Local Block Therapy.—The treatment of myofascial 
pain syndromes with trigger mechanism revolves 
around interruptions of the pain cvcle by local block 
of the trigger area. This may be accomplished by 
infiltration with a local anesthetic or other material or 
by spraving the overlying skin with ethyl chloride. 
The most dramatic results are obtained when the pain 
syndrome is due to sudden trauma, without previous 
history of muscular pain or stiffness. In such cases 
spontaneous referred pain disappears very soon after 
the block is executed, and mechanical stimulation no 
longer induces reference of pain. The accompanying 
referred tenderness, muscular spasm, limited motion, 
and vasomotor and sudomotor disturbances likewise 
disappear. If, after the block is dissipated, the pain 
returns, its area of distribution is smaller and its in- 
tensity less. 

The theory underlying this type of treatment is that 
the entire symptom complex is an expression of reflex 
mechanisms, which, once initiated, are self-sustaining 
by implication of closed self-reexciting chains of inter- 
nuncial neurons in the central nervous system.' Inter- 
ruption of this pain cycle with block procedures with 
only trensitory action may abolish the complex perma- 
nently. 

To apply this method successfully, it is necessary to 
have knowledge of the patterns of various syndromes 
and the location of the trigger areas. After a detailed 
history has been taken, with especial attention to 
questions concerning onset, possible precipitating fac- 
tors, previous episodes of similar pain, and exact 
nature of the present complaint, the patient is exam- 
ined carefully. He should be asked to demonstrate 
both the movements which aggravate his pain and 
those positions which relieve it. Note should be made 
of the limitation of motion. With this information a 
careful search for the trigger points is undertaken. 

It must be reemphasized that treatment must be 
directed primarily toward the trigger area and not to 
the zone of reference. Although infiltration of the 
spastic muscle and application of heat and other physi- 
cal therapeutic procedures to produce spasmolysis are 
of benefit, block of the trigger area is more efficacious, 
because it eliminates the cause of the referred pain 
and associated phenomena. It is also important to re- 
member that more than one trigger area may be 
present. Therefore, for optimal results it is necessary to 
examine all the muscles where trigger areas producing 
the pain pattern could possibly be located in order that 
all these abnormal foci of pain can be blocked. 

Location of Trigger Area: From the above descrip- 
tion of the trigger point it is obvious that the most 
important step of the infiltration technique is to locate 
exactly the trigger area. This may be best accomplished 
by palpating the suspected area with a finger or, better 
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still, with the end of a fountain pen or any other object 
which has a dull point, 3 to 5 mm. in diameter.’ The 
palpation should be systematic, so that every square 
centimeter of the surface overlying the sensitive zone 
or the site from which the pain arises is palpated. The 
patient is instructed to tell the operator when the 
point of exquisite tenderness has been touched; this 
touching aggravates the pain syndrome, including the 
pain at the zone of reference. The patient is observed 
closely during palpation, because pressure on the ex- 
quisitely tender trigger point usually causes him to 
wince and to volunteer that “that is the spot.” Once the 
suspected spot has been found and marked with a skin 
pencil, the palpation is varied, and the patient is re- 
quired to identify the particular spot repeatedly. Un- 
certainty as to its identification on repetition suggests 
that it may not be a true trigger point. It should be 
noted that several areas of exquisite tenderness may 
be found, but in such cases it is most important to 
ascertain repeatedly their existence and location. The 
trigger point or points are marked with a skin pencil, 
the skin is washed, and then alcohol or other antiseptic 
solution is applied. Trigger areas likewise may be 
quickly located with the Medco-Sonlator, which can 
also be used for treatment. 

Technique of Injection: For the injection, the pa- 
tient is placed in the recumbent position in order to 
prevent attacks of syncope, which occasionally occur. 
It is advisable to have a source of oxygen in the office 
to treat any untoward reactions. This need not be a 
complicated piece of equipment but merely a tank, 
a regulator, a mask, and a bag. Such equipment is 
useful to treat reactions due to any treatment. 

The injection is accomplished with a 25-gauge 5-cm. 
needle, which makes preliminary skin wheals un- 
necessary and even undesirable, because the pain 
caused during their formation is usually more than 
the deliberate insertion of a fine needle through the 
skin. Some clinicians employ needles which are 22 or 
20 gauge, particularly for fear of breaking finer nee- 
dles. Proper insertion of a good needle, however, 
should eliminate the danger of breakage and has the 
advantage of making insertions painless and avoiding 
trauma to tissues. 

The agent used for injection is usually a dilute aque- 
ous solution of procaine (Novocaine) hydrochloride, 
tetracaine (Pontocaine) hydrochloride, or any other 
local anesthetic drug, because these effect reliable and 
consistent results. Usually 5 to 10 ml. of 0.5% procaine, 
0.1% tetracaine, or equiactive concentrations of other 
drugs suffice. Although good results have been reported 
with injections of saline solution and dry needling, ex- 
perience prompts me to emphasize the superiority of 
local anesthetics, which not only are more effective but 
diminish the discomfort associated with the injection. 
If properly used, the incidence of toxic reactions with 
these drugs is negligible, since the amount is relatively 
small. Occasionally we inject 25 mg. of hydrocortisone 
after the infiltration with the local anesthetic. 

The needle is then introduced in the same direction 
as that in which the pressure was exerted to elicit 
tenderness. It is slowly advanced until it encounters 
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tissue that resists its passage or until its point touches 
the trigger point, as illustrated in figure 3A, eliciting 
exquisite tenderness and pain not only locally but also 
at the zone of reference. The depth of the injection 
depends on the region involved and on the site of 
the trigger area. At this point 3 to 5 cc. of local anes- 
thetic solution is injected under pressure. If the point 
of the needle is near to or actually in the trigger area, 
the injection causes exaggeration of the local and 
referred pain and tenderness. This is presumptive 
evidence that the injection has been properly executed. 
Confirmation is obtained if the block effects relief of 
pain and muscle spasm, which it does dramatically 
in some cases. If no relief is obtained, it is most likely 
that the trigger point was not injected, indicating 
another trial. A fan-like approach is made by insert- 
ing the needle at different angles until the most 
sensitive region is contacted. It is essential to obliterate 
the trigger areas completely by repeated infiltration, 
since incomplete blocking is not only partially inef- 
fective but is followed by increased pain after disap- 
pearance of the effects of the block. 

The relief of pein, tenderness, muscle spasm, and 
other effects persists for several hours and sometimes 
for days, weeks, months, or even permanently. How- 
ever, in many instances symptoms recur after the 
period of relief, frequently to an exaggerated degree. 
The patient should be informed that such a reaction 
should not be considered unfavorable, because if the 
area is injected again the reaction will be much less 
and the secondary periods of relief will be longer and 
more encouraging. In acute cases one treatment is 
sometimes sufficient, whereas in chronic cases a series 
of treatments is usually necessary. Injections are re- 
peated every second, third, or fourth day, depending 
on the severity and acuteness of the condition. Further 
injections are indicated if the patient obtained relief 
or if there is change in the character of the pain. 

Technique of Ethyl Chloride Spray.—The technique 
of ethyl chloride spray is so simple that some clini- 
cians '* employ it as the first procedure in treating 
myofascial pain syndromes. The benefits to be derived 
from this form of treatment can usually be estimated 
at once; if the effects are encouraging, the procedure 
is repeated at intervals, as indicated, and cure may 
be obtained with this method alone. If the results are 
not striking, the infiltration technique is used. 

\s with the infiltration method, it is essential to 
locate the trigger area and to employ a proper tech- 
nique. The patient is made comfortable, and the part 
to be sprayed is well supported, so that the involved 
muscles are relaxed. The bottle of ethyl chloride is 
held 12 to 18 in. away from the patient and the spray 
applied at an acute angle with the skin, as illustrated 
in figure 3B. The stream is passed over the region of 
the trigger area and moved slowly in one direction, 
rather than to and fro. The direction is determined 
by the pain reference pattern of the specific trigger 
areas being sprayed; the sweep should be started at 
the trigger area and made to travel toward the refer- 
ence zone. The spraying should be done with even 
sweeping motions, as in painting a wall. It is repeated, 
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a few seconds on and a few seconds off, until the en- 
tire reference zone has been sprayed. Occasionally 
only 1 or 2 sprayings are sufficient, though in the 
majority of cases 15 or 20 are necessary to produce the 
desired effects. If aching develops, the interval be- 
tween sweeps should be lengthened. During the 
spraying slight pressure is exerted to produce passive 
stretching of the painful muscle, and at intervals 
between spraying active motion is effected. But it is 
important not to overstretch the painful muscles, since 
this practice causes reflex muscular contraction, which 
can inhibit the beneficial effects of the spray. 

Since ethyl chloride is an inflammable and explosive 
general anesthetic agent, certain precautions must be 
taken during spraying. Since the vapor is heavier than 
air, the patient should be so positioned that the vapors 
gravitate away from his face. The room should have 
adequate ventilation to disperse the vapors, and 
sources of fires and explosions, such as cigarettes, open 
flame, or electric motors, should be absolutely avoided 

Adjuncts to Local Block.—For optimal results it is 
necessary to use other therapeutic measures in addi- 
tion to local block. If autonomic dysfunctions are 
prominent, a sympathetic block is done in addition to 
the infiltration or spray. Immediately after these pro- 




















Fig. 3.—A, technique of injecting trigger area located in in- 
fraspinatus muscle. Insert illustrates trigger area and method of 
approaching it with needle in order to inject local anesthetic 
solution, saline solution, hydrocortisone, or other substance. B, 
technique of spraying ethyl chloride for managing infraspinatus 
syndrome. Arrows indicate direction of spray. 


cedures we frequently send the patient to the physical 
therapy department for heat and deep-friction mas- 
sage. Passive and active motion of the part is an 
essential adjunct to treatment. The patient is im- 
pressed as to the importance of his active participation 
in the treatment, and he is encouraged to undertake 
the forms of exercise he formerly enjoyed. On the other 
hand, it is essential that the involved mucles should 
not be activated too rapidly or moved to a painful 
degree, especially in the early phases of treatment, 
since severe pain itself is deleterious in that it reflex] 
builds up more spasm. 

Definitive treatment is directed toward eliminating 
the predisposing and precipitating factors to prevent 
recurrences. Psychotherapy is of importance because 
of the dominant etiological role played by emotional 
tension in some of these syndromes. Since chronic 
trauma, secondary to poor posture, is also an impor- 
tant factor in the causation of the trigger areas, a 
program of exercise to strengthen the involved muscles 
should be instituted. 
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Summary 


Myofascial pain syndromes are among the most 
common causes of pain and disability, especially 
around the shoulders, low back, and neck. These dis- 
orders are usually the result of acute or chronic injury 
and are characterized by the presence of trigger areas 
and symptom complexes which have definite patterns. 
Once these patterns have been learned, the sources 
of pain can be readily predicted. 

These conditions can be effectively treated by the 
general practitioner in his office with local block 
techniques in the form of infiltration with local anes- 
thetic agents or application of ethyl chloride spray. 
The utility of this method is based on the notion that 
in these disorders there is a self-sustaining cycle of 
pain-spasm-pain persisting after the precipitating 
cause has disappeared, which may be permanently 
abolished by interruption of the reflex mechanisms. 

In order to produce optimal results, the trigger 
area must be accurately located and treatment di- 
rected primarily toward its elimination. Physical 
therapy and active exercise are necessary adjuncts to 
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local blocks. Not all patients respond, and in many 
the response is slow, incomplete, and/or only tempor- 
ary, but there are those in whom these simple measures 
provide relief of pain and disability in a manner as 
dramatic as one is likely to encounter in general 
practice. 

315 S. K St. 

Figure 1D and E is reproduced with permission of Postgrad- 
uate Medicine (112425 [May] 1952), figure 2 was supplied by 
Dr. Janet Travell, and figure 3B is reproduced with permission of 
Archives of Physical Medicine (3294 [May] 1952). 
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Benign Chrondroblastoma.—The first detailed description of chondroblastoma is generally 
credited to Codman, in 1931. Actually, however, it was Ewing who first called attention to 
this tumor, in the Report of the International Conference on Cancer in 1928. He described the 
lesion as a “calcifying” giant-cell tumor, considering it to be a variant of this type of tumor. 
Codman, in 1931, while working with the Bone Tumor Registry, found nine examples of this 
tumor, all of which had occurred in the upper end of the humerus. This location fell within 
his own special field of interest, the shoulder. He described these lesions and called them 
“epiphyseal chondromatous giant-cell tumors.” Subsequently this neoplasm became known 
as “Codman’s tumor” and was for a time thought to occur only in the upper end of the 
humerus. In 1942, Jaffe and Lichtenstein described the tumor in detail. They designated it 
as a separate and distinct entity, having no relationship to giant-cell tumor, and they re- 
named it “benign chondroblastoma of bone.” Their study of nine cases convinced them that 
it was basically cartilaginous. In seven additional publications thirty-four of these neoplasms 
have been reported and the original concepts have been corroborated. In 1949, Copeland and 
Geshickter published a survey of twenty-five cases. In this series there were fifteen tumors 
that they considered malignant. The existence of a malignant form of chondroblastoma has 
not been corroborated, however, and is even denied by Lichtenstein. Valls, Ottolenghi, and 
Schajowicz, in 1951, proposed that this tumor had a reticulohistiocytic origin. Their evidence 
for this typothesis was derived from the use of a silver staining technique in eight cases. The 
few remaining references to this lesion in the literature are, for the most part, concerned with 
differential diagnosis. In some publications the lesion has been erroneously classified.—M. G. 
Kunkel, M.D., D. C. Dahlin, M.D., and H. H. Young, M.D., Benign Chondroblastoma, 
The Journal of Bone and Joint Surgery, July, 1956. 
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RESULTS OF SPHINCTER-PRESERVING OPERATIONS 
CARCINOMA OF MIDRECTUM 


FOR 


R. Russell Best, M.D. 


John A. Rasmussen, M.D., Omaha 


lhis report is concerned with the management and 
results in a group of patients with carcinoma of the 
rectum between the 5-cm. and 12.5-cm. (2-to-5-in. ) 
levels from the external sphincter margin. Although 
the anal canal usually measures about 2.5 cm. in 
length, we believe that, on most rectal examinations 
where any effort is present, the anal ring is so com- 
pressed in its longitudinal direction and so elevated 
with almost a “rolling upward and outward” of the 
upper margin that the distance between the lower 
margin of a rectal tumor and the external sphincter 
margin is about the same as that between the lower 
margin of the rectal tumor and the mucocutaneous 
line. We have never been entirely satisfied with any 
method of recording the level of a rectal lesion by 
palpation or rectoscopic examination and consider 
the distance only approximate. The pathologist is al- 
ways at a disadvantage in recording the level of a 
lesion because before the specimen is passed from 
the surgeon to the pathologist in the operating room 
some retraction has taken place. Every surgeon should 
know the 5-cm. level on his examining finger and the 
total length of his index finger for a measuring stick. 
Then, with the sense of touch around the finger sur- 
face, one can fairly accurately state whether 5 cm. of 
normal rectal wall is present between the lower mar- 
gin of the tumor and the beginning of the anal canal. 
To retain good sphincter control, we believe it is 
necessary to retain the sensitive lining of the anal 
canal and both internal and external sphincter ani 
muscles, 

At the present time, it is our own practice to always 
do an abdominoperineal resection for a rectal carcin- 
oma when the lower margin of the lesion is less than 
5 cm. from the external sphincter margin or if on rectal 
examination we believe that there is less than 5 cm. of 
normal rectal mucosa below the lower margin of the 
tumor. If the lower margin of the tumor is 12.5 cm. or 
more from the external sphincter level or if the tumor 
is palpable and visible on the peritoneum at the pelvic 
floor at operation, rectosigmoidectomy no. 1, consisting 
of abdominal dissection, resection, and anastomosis 
supplemented by a temporary tube cecostomy, is rec- 
ommended. For those lesions between the 5-cm. and 
12.5-cm. levels, we now believe that a proper radical 
resection can only be accomplished through a com- 
bined abdominal and perineal approach for the dissec- 
tion, resection, and anastomosis. By the abdominal 
attack, one can adequately remove the upward zone 
of spread and lateral zones of spread above the levator 
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* Patients in whom carcinoma of the rectum develops 
at distances between 5 and 12.5 cm. from the margin 
of the external sphincter ani pose a difficult problem 
The distance cannot be measured accurately, yet it 
decides whether a sphincter-preserving operation is 
possible. Seventy-five patients with lesions in this lo- 
cation were studied in the interval from October, 
1945, to 1954, and additional data were available 
on 30 patients who underwent abdominoperineal re- 
section for carcinoma in this location before October, 
1945. In this study a comparison was made between 
two operations. Rectosigmoidectomy no. | consisted 
of abdominal dissection, resection, anastomosis, and 
cecostomy; rectosigmoidectomy no. 2 consisted of 
abdominal dissection, posterior resection, anatomosis, 
and a temporary colostomy of the transverse colon 
The survival rates were found to be slightly better for 
the second operation than for the first, and the sec- 
ond operation, which saves the sphincter, gave rates 
similar to those for the abdominoperineal resection in 
which the entire area below the lesion, including the 
sphincter area, had been removed. This experience 
led to the conclusion that approximately 75% of 
patients with carcinoma between the 5-cm. and the 
12.5-cm. levels can be given the advantages of a 
sphincter-saving operation without significantly de- 
creasing their chances for a five-year survival. 





















ani muscles. Then, by turning the patient into the 
lateral position and removing the coccyx, one is fur- 
ther able to adequately remove lateral zones of spread, 
including the levator ani muscles, along whose upper 
and lower surfaces course lymphatic channels, Also 
at these lower levels one is permitted to examine more 
closely the level of transection below the lower margin 
of the tumor. 

In rectosigmoidectomy procedures, the line of tran- 
section across the rectum should be at least 3.5 cm. 
and preferably 5 cm. or more below the lower margin 
of the tumor. In lesions of the lower midrectum, the 
anastomosis will frequently be directly to the anal 
sphincter structures. Rectosimoidectomy no. 2 requires 
a temporary colostomy of the transverse colon because, 
in our experience, complications were too frequent, too 
troublesome, and too severe when we depended entire- 
ly upon the type of cecostomy complementing recto- 
sigmoidectomy no. 1 (see section on complications, 
below ). The details of the technique have been previ- 
ously presented. 

In previous writings, one of us, with Blair,’ present- 
ed evidence that retrograde extension in the rectal 
wall or through lymphatic channels beyond 2 cm. from 
the lower margin of the tumor occurred in less than 1% 
of a series of over 600 specimens. The cases were col- 
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lected from reports by McVay; Wood and Wilkie; 
Westhuer; Gabriel, Dukes, and Bussey; Gilchrist and 
David; Coller, Kay, and McIntyre; and Glover and 
Waugh. From this study one can make the general 
statement that only 1% of patients with carcinoma of 
the region under discussion would have recurrence for 
the reason that the entire area below the lesion, in- 
cluding the sphincter area, had not been removed, 
provided that the transection of the rectum was made 
at least 2.5 cm. below the lower margin of the tumor. 
It would seem that it is an awful price for 99 of 100 
patients with carcinoma of the rectum to carry a per- 
manent colostomy for the one patient in whom recur- 
rence would be prevented. 


Survival with Lesions Above and Below 
Ten-Centimeter Level 


It is necessary to discuss some other angles of this 
problem. There is considerable evidence that the five- 
year survival rates after abdominoperineal resections 
for patients with lesions between 2.5-cm. and 10-cm. 
levels are less satisfactory than for those with lesions 
above the 10-cm. level. The level of the peritoneal re- 
flection on the floor of the pelvis, rather than the dis- 
tance of the lesion from the anus, has also been used 
as a level for differentiation of results with the abdom- 
inoperineal operation. This level is usually 10 to 15 cm. 
from the anal margin. We are inclined to agree with 
Gilchrist and David’ that this is an important land- 
mark because the efferent group of lymphatics is just 
below this level. Experiments ' with injection of india 
ink in animals and fetuses revealed lymphatic chan- 
nels over the superior and inferior surfaces of the 
levator ani muscles, which are just below the perito- 
neal reflection on the floor of the pelvis. These lymphat- 
ic channels lead to the hypogastric glands on the later- 
al walls of the pelvis. There have been detailed studies 
of abdominoperineal specimens revealing evidence of 
this lateral] spread. Gilchrist and David’ found this 
present in 4 of 47 cases and Coller, Kay, and Mac- 
Intyre * in 6 of 53 cases. However, other authors, in- 
cluding Gordon-Watson,* Gabriel, Dukes, and Bussey,” 
Grinnell,® Wood and Wilkie,’ and Guernsey, Waugh, 
and Dockerty,* emphasize the low incidence of lateral 
spread. Nevertheless, these same authors also recog- 
nize the lower incidence of five-year survival rates for 
patients with lesions at the levels under discussion. 
We have previously made the statement that probably 
most abdominoperineal resections are not sufficiently 
wide to include the entire lateral area of spread and 
that autopsy material rather than surgical specimens 
would probably show the hypogastric lymph glands 
more frequently involved. 

For patients with lesions below or at the level of the 
peritoneal reflection, Gilchrist and David’ report a 
five-year survival rate of 51.8%, while, for those with 
lesions entirely above the peritoneal reflection, the 
survival rate is 65.4%. Waugh and Kirklin® in 1949 
stated that, when there was lymph node involvement, 
the survival rate for patients with lesions below the 
10-cm. level was only 24% and, for those with lesions 
at or above the 1l-cm. level, 33.3%. It would seem 
that we must accept a poorer prognosis for lesions be- 
tween the 5-cm. and 12.5-cm. levels—regardless of 
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whether we do an abdominoperineal resection or some 
radical procedure with preservation of the sphincter 
mechanism—as compared to lesions above the 12.5-cm, 
level or above the peritoneal reflection. 

Important studies have been made on the incidence 
of venous invasion in patients with rectal carcinoma, 
Brown and Warren '® reported 61% on the basis of 
autopsy studies. Dukes '' reported 18%; Coller, Kay, 
and MaclIntyre * reported 15%; and Grinnell ° reported 
36% in surgical specimens. Sunderland ** states there 
was a 26.4% incidence of vein involvement in his cases, 
with an incidence of 42.6% if the lesion was 6 cm. or 
less from the anal sphincter, 22.2% if the lesion was be- 
tween the 6-cm. and 12-cm. levels, and only 5.9% if 
the lesion was more than 12 cm. from the anal margin. 
By a technique involving flushing of the vascular sys- 
tem in surgical specimens, Fisher and Turnbull ** were 
able to recover tumor cells in 35.7% of the rectal speci- 
mens. Recently Madison, Dockerty, and Waugh " 
studied venous invasion by venous radiography and 
report an invasion incidence of 42.9%. With such a 
high incidence of venous invasion, it is going to be 
difficult to improve survival rate figures by extension 
of the operative procedure because of the danger 
embolism. During the last 10 years, most surgeons have 
extended their operative procedures and yet the sur- 
vival rates have remained about the same. 


Danger of Transplant 


There are problems of a technical nature that must 
be related to survival rates and should be discussed. 
When cancer cells invade the surface of the rectum, 
there is certainly in the natural course of events the 
danger of transplant and growth to any other abdomin- 
al organ coming in contact with the involved area. The 
palpating hand of the surgeon, instrumentation, and 
packing must further increase the hazard. We believe 
that only the gloved hand of the operating surgeon 
should palpate the malignant lesion and that the glove 
should then be changed and the area of the rectum 
wrapped in an abdominal pack as soon as feasible, at 
least when there is visible extension of the malignancy 
onto the surface of the rectum. Pomeranz and Garlock '* 
were able to recover malignant cells from the serosal 
surface in 10% of their patients with tumors of the 
colon. Also, compression of the tumor may be the final 
breaking point for dislodgment of cancer cells into 
the lymphatic and venous channels; this lends support 
to those in favor of the technique of early ligation of 
the vascular and lymphatic channels. 

The escape and transplant of free cancer cells from 
the intraluminal area is now an accepted danger. 
Clamping or ligating the colon above and below the 
lesion immediately is probably important, as manipula- 
tion must further free and disseminate cancer cells in 
the lumen. McGrew, Laws, and Cole *® have studied 
and discussed this problem. They were able to recover 
malignant cells from the lumen of the proximal part 
of the colon in 42% and from the distal segment in 65% 
of their patients. Exposure of the lumen during ex- 
cision of a segment of colon and anastomosis makes it 
possible for “seedings” or transplants to develop, and 
an open type of anastomosis permits the escape of « 
larger number of free cancer cells. The needle that 
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pierces the mucosa or enters the lumen of the colon 
potentially causes cancer cell transplant. McGrew, 
Laws, and Cole '* record a 10% rate of recurrence of 
carcinoma in suture lines after anastomoses of the 
colon, Goligher, Dukes, and Bussey '* mention a 10% 
recurrence rate at the suture line in patients with 
anastomoses or in whom a colostomy has been estab- 
lished and the rectal stump closed, as in the Hartman 
operation. Most colonic resections can be accomplished 
by a closed tvpe of anastomosis, but an open type of 
anastomosis has been necessary in the resection of 
lesions between the 5-cm. and 12.5-cm. levels. We do 
not apply the term “rectosigmoidectomy” unless we 
are anastomosing a segment of the proximal part of 
the colon to a rectal segment devoid of peritoneum. 
and we have not been able to develop a satisfactory 
closed-tvpe operation for cancerous lesions in this area. 
The technique of abdominoperineal resection does 
have the advantage of not exposing the lumen of the 
colon except at the moment of transection, and the 
danger at this point can be made almost negligible. 
Although we have chosen to discuss these details on 
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cm. levels were selected for some type of resection (see 
table). A sphincter-preserving operation was done on 
20 of these patients, or 64.5%, while abdominoperineal 
resection was done on the other 11 patients, or 35.5%. 
Rectosigmoidectomy no. 1, consisting of abdominal 
dissection, resection, and anastomosis, was success- 
fully accomplished in 14 of 15 patients, and abdomino- 
perineal resection was done successfully in 9 of 11 
patients. The two, three, four, and five-year survival 
rates are shown in the table. The series is rather small 
for evaluation of operative procedures. 

The survival rates for patients who underwent 
rectosigmoidectomy no. 1 were higher than for those 
who underwent abdominoperineal resection, but this 
is easily explained, since the patients selected for ab- 
dominoperineal resection had the most advanced dis- 
ease. Under no circumstances should one reason or 
state that a better survival rate after a sphincter- 
preserving operation is the result of a better operation 
for cancer or that there is potentially a higher cure rate 
with such a procedure than with abdominoperineal 
resection. 


Length of Follow-up and Survivai Rates with Sphincter-Preserving Procedures and Abdominoperineal Resection in Three Series of 
Patients with Carcinoma of Midrectum 





University Hospital* 


Private Hospital" 


Sr aa lS c ree fe _ - + : 
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* Patients operated on between October, 1945, and January, 1954. 
Patients operated on prio: to October, 1945. 


~~~ 


Too few patients for evaluation. 


cancer transplants and believe they should always be 
kept under consideration, the incidence in our series 
of recurrent carcinoma in the region of the lower part 
of the pelvis was practically the same for patients 
undergoing abdominoperineal resections and_recto- 
sigmoidectomy procedures. Identifiable recurrence in 
the lower part of the pelvic area or hollow of the 
sacrum has been present in 15% of our patients after 
rectosigmoidectomy and in 11% after abdominoper- 
ineal resection. Local recurrence in the presacral area 
is more difficult to identify after abdominoperineal 
operations, and on a number of occasions it was not 
recognized until the postmortem examination was 
done, 


The Present Study 


We are reporting on two groups of patients with 
carcinoma of the rectum between the 5-cm. and 12.5- 
cm. levels who were operated on between October, 
1945, and January, 1954, and on one group operated 
on prior to October, 1945. 

University Hospital Series—The university hospital 
service group is the smaller of the recent series; 
the disease was usually more advanced, and the opera- 
tions were done by various surgeons, usually by the 
resident surgeon. During this period, 31 patients with 
carcinoma of the rectum between the 5-cm. and 12.5- 





Numbers in parentheses indicate total operations and operative deaths. 


Rectosigmoidectomy no. 2, consisting of abdominal 
dissection, posterior resection, and anastomosis, was 
done only five times, because the resident staff was 
reluctant to go ahead with this more complicated pro- 
cedure even though it is the better operation for 
lesions in the area under discussion, as previously 
stated. One of the five patients who underwent recto- 
sigmoidectomy no. 2 died during the operation, while 
three patients survived 6, 21, and 26 months respec- 
tively. The fifth patient developed a recurrence six 
months after operation, before closure of the colos- 
tomy; an abdominoperineal resection was then done, 
and the patient survived 18 months longer. Obviously, 
there were too few patients in the group undergoing 
rectosigmoidectomy no, 2 for evaluation. The records 
show that these patients had extensive lesions. 

Private Hospital Series—In the private hospital 
series, 23 patients underwent rectosigmoidectomy no. | 
and 21 underwent rectosigmoidectomy no. 2 between 
October, 1945, and January, 1954. In addition, recto- 
sigmoidectomy no. 2 was performed in three patients 
for the purpose of palliation; these patients lived 4, 9, 
and 14 months respectively. The two, three, four, and 
five-year survival rates for both procedures are shown 
in the table. Of the 23 patients who underwent recto- 
sigmoidectomy no, 1 for the purpose of cure, 22 sur- 
vived the operation. In two patients, abdominoperinea! 
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resection was later performed for recurrence: in one 
patient at 18 months, after which he lived another 18 
months, and in one patient at two years, after which 
he lived another 16 months. In two other patients with 
recurrence, exploration was done but abdominoper- 
ineal resection was found to be unfeasible. Fulgura- 
tion or electrodesiccation was carried out paliatively 
for recurrence as indicated. 

Of the 21 patients who underwent rectosigmoidec- 
tomy no. 2, 19 survived operation. Two patients had 
recurrence before closure of the colostomy: one of 
these had a posterior fistula, which delayed closure for 
one year. At this time, recurrence was present and an 
abdominoperineal resection was done. The patient 
lived another 14 months. The second patient also had 
a posterior fistula that delayed closure of the colos- 
tomy; at the end of five months intestinal obstruction 
developed. A recurrent abdominal carcinoma was 
found, and the patient lived another 10 months. 

During the same period, there were seven abdomino- 
perineal resections performed in private hospital 
patients. Four of these operations were curative and 
three were palliative. 

Comparison of the survival rates for private patients 
who underwent both rectosigmoidectomy procedures 
(see table) suggests that rectosigmoidectomy no. 2 is 
a better procedure than the no. 1 operation for lesions 
between the 5-cm. and 12.5-cm. levels, or below the 
level of the peritoneal reflection on the pelvic floor. 
This would be particularly true in the lesions between 
the 5-cm. and 8-cm, levels, where one would have 
more difficulty in transecting a sufficient distance be- 
low the lower margin of the lesion by the abdominal 
approach alone. 

Early Series.—A group of 30 patients underwent ab- 
dominoperineal resection for carcinoma of the mid- 
rectum at the 5-cm. to 12.5-cm. level before October, 
1945, The survival rates are shown in the table. The 
survival rates with rectosigmoidectomy no. 2 in the 
private series are similar to those with abdominoper- 
ineal resection in the early series. 

Complications After Rectosigmoidectomy No. 2 with 
Cecostomy Rather Than Colostomy.—Complications 
developed in four patients who had a cecostomy rather 
than a colostomy after rectosigmoidectomy no, 2. The 
first patient developed marked posterior fecal drainage 
three days after operation. The colon was not well 
prepared, and a colostomy should have been done. The 
patient died several days later. The second patient 
developed a posterior fecal fistula, and a colostomy 
was necessary one month later. This was closed two 
months later. The patient died one year later with 
metastases to the liver and lungs. The third patient de- 
veloped a posterior fecal fistula, and a colostomy was 
necessary two months later. This was closed four 
months later. The patient’s gallbladder was removed 
three years after this, and, at the time of writing, 
seven years after the original operation, the patient 
was living, with no sign of recurrence. The fourth 
patient developed a posterior fecal fistula, and colos- 
tomy was necessary one month later. This was closed 
three months later, but another colostomy was neces- 
sary one month after this because of recurrence of the 
fistula. This second colostomy was closed two months 
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later, and the patient was alive at the time of writing. 
five years after the original operation. It should be 
noted that the two deaths that occurred in the private 
series during rectosigmoidectomy no. 2 occurred in 
patients who had a cecostomy, which emphasizes the 
advisability of a temporary transverse colostomy rather 
than a cecostomy. 
Comment 


A comparison of the survival rates in patients who 
underwent two sphincter-preserving operations (recto- 
sigmoidectomy no. 1 and no. 2) and abdominoperineal 
resection for carcinoma of the midrectum between the 
5-cm. and 12.5-cm. levels shows that, in general, the 
two, three, four, and five-year survival rates with the 
sphincter-preserving rectosigmoidectomy no. 1 (ab- 
dominal dissection, resection, and anastomosis ) have 
not been as good as those with either rectosigmoidec- 
tomy no. 2 (abdominal dissection with posterior resec- 
tion and anastomosis ) or abdominoperineal resection. 
The rates in patients who underwent rectosigmoidec- 
tomy no. 2 (private hospital series) are similar to 
those for paticits in the early series, who underwent 
abdominoperineal resection (see table). (There were 
too few patients in the university hospital series for 
proper evaluation of results. ) 

Transplantation or seeding of carcinoma cells from 
the lumen or the serosal surface of the colon must con- 
tinue to receive consideration as a possible cause of 
recurrent carcinoma. The figures on the incidence of 
vein invasion in patients with carcinoma of the rec- 
tum vary between 15 and 61%, depending consider- 
ably upon methods of determining the presence of 
cancer cells in veins, the location, and whether surgi- 
cal or autopsy material is studied. The general aver- 
age is 33%, and with this incidence one cannot expect 
much improvement in present short-term and _ long- 
term survival rates or in the over-all results of surgical 
procedures. In an unselected group, it would be diffi- 
cult to presume that the five-year survival rate will be 
better than 65 to 70% when treatment is limited to 
surgery if the incidence of vein invasion is 33%. 

On the basis of our experience,’* we believe that ap- 
proximately 75% of patients with carcinoma between 
the 5-cm. and 12.5-cm. level may have a sphincter- 
preserving operation and that the survival rates wil! 
be comparable to those with abdominoperineal resec- 
tion. One advantage of rectosigmoidectomy no. 2 has 
been shown in a previous survey ‘* on sexual potency 
after sphinter-preserving operations, which revealed 
that approximately 75% of patients undergoing such 
operations retained sexual potency, whereas it was 
lost in 75% of the patients who had undergone ab- 
dominoperineal resection. 

107 S. 17th St. (2) (Dr. Best). 
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ACETYLDIGITOXIN IN THERAPY OF AMBULATORY PATIENTS 
WITH CONGESTIVE HEART FAILURE 


Paul J. Sanazaro, M.D., San Francisco 


Acetyldigitoxin is a pure cardiac glycoside derived 
from Digitalis lanata by enzymatic removal of a single 
molecule of glucose from lanatoside A.' Pharmacolog- 
ical studies indicate it is a potent, long-acting digitalis 
preparation that is well absorbed after oral adminis- 
tration.” In an early clinical study it was concluded 
that acetyldigitoxin is superior to digitoxin because it 
possesses all the desirable therapeutic properties of 
the latter and, in addition, is a safer drug, since over- 
dosage causes gastrointestinal symptoms before the 
more dangerous toxic effects on the heart appear.” It 
was further stated that the toxic manifestations in- 
duced by acetyldigitoxin are less severe and of briefer 
duration than those due to digitoxin, while the dura- 
tion of therapeutic effect is the same. Such properties 
would be highly desirable in a digitalis preparation 
used for the treatment of ambulatory patients who 
cannot be as closely supervised as those confined to a 
hospital. This study was undertaken to determine (1) 
the digitalizing and maintenance doses of acetyldigi- 
toxin in ambulatory patients, (2) the margin of safety 
between therapeutic and toxic doses, and (3) the types 
and duration of toxic responses resulting from de- 
liberate or inadvertent overdosage. 


Method 
The digitalizing dose of acetyldigitoxin (supplied as 
Acylanid, 0.l-mg. and 0.2-mg. tablets) was determined 


in 31 ambulatory patients attending the medical clinic 
of the University of California Medical Center out- 
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* Dosages of acetyldigitoxin required for initial digi- 
talization and for subsequent maintenance were de-— 
termined by oral administration of the drug to am- 
bulatory adult patients with congestive heart failure 
of recent onset. The digitalizing dose as determined 
in 31 patients ranged from 0.8 mg. in 24 hours to 
3.2 mg. in 120 hours or more and averaged 1.6 to 
2.0 mg. in 48 to 72 hours. The drug was usually given 
in doses of 0.2 mg. three or four times a day. The 
maintenance dose was determined in 38 patients and 
was found to range from 0.05 to 0.2 mg. per day. 
Acetyldigitoxin was shown to be a useful form of 
digitalis on the basis of margin of safety, rapid re- 
versibility of toxic manifestations, and effectiveness 
in ambulatory patients with congestive heart failure. 





patient department. There were 13 men and 18 wom- 
en; their ages ranged from 38 to 76 and averaged 62 
years. All had untreated mild to moderate congestive 
heart failure of recent onset, caused by the following 
diseases: hypertensive heart disease, 10 patients; ar- 
teriosclerotic heart disease, 7; hypertensive and ar- 
teriosclerotic heart disease, 6; rheumatic heart disease, 
7; and syphilitic and arteriosclerotic heart disease, one. 
Twenty-four patients had sinus rhythm, and seven had 
atrial fibrillation with resting ventricular rates exceed- 
ing 100 beats per minute. Acetyldigitoxin was given 
in doses of 0.2 mg. three or four times daily after 
meals; an initial larger dose was used in some in- 
stances. No other cardiac therapy was given, except 
restriction of undue exertion. The patients were seen 
daily or every other day. Criteria for initial digitaliza- 
tion were distinct subjective improvement in symp- 
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toms caused by the heart failure plus one of the 
following findings: objective improvement in physical 
or radiologic signs of heart failure; return to or toward 
normal of initially abnormal circulation time or venous 
pressure; weight loss, attributable to diuresis, of at 
least 3 Ib. (1.3 kg.); and, in patients with atrial fibrilla- 
tion, a ventricular rate below 80 beats per minute at 
rest and not exceeding 100 after exertion to the point 
of symptoms. 

The maintenance dose was determined in 20 of the 
patients initially digitalized with acetyldigitoxin and 
in 18 others whose conditions were being maintained 
with other forms of digitalis. The minimum period of 
observation was 8 weeks, the maximum 12 months, 
and the average 4 months. 

The margin between therapeutic and toxic doses 
was established in 19 patients by continuing the ad- 
ministration of acetyldigitoxin, 0.4 to 0.8 mg. daily, 
after initial digitalization had been achieved. These 
patients were seen daily and were instructed to dis- 
continue taking acetyldigitoxin at the first appearance 
of any unusual symptom. To eliminate the factor of 
suggestion, the specific symptoms were not revealed 
to the patients. Toxic symptoms and signs were re- 


Digitalizing Dose of Acetyldigitoxin Found in Present Study and 
Described in Recent Reports 


Dose, Mg., for Digitalization at 


seiner Aw sellin Uaigpaediecsiadpela cba 
Stat. 8 Hr. 24 Hr ‘8 Hr. 72 Hr. 96 Hr. 120 or >Hr. 

Present series* 

Range .... 1.0(1)+ 1.2-1.6(4) 0.8-2.0(10) 1.8-2.8(9) 2.4(2)  2.2-3.2(4) 

ener 1.4 1.6 2.0 2.8 
Goldfarb and 

others#* .. 2.2 1.2-2.4 2.4-3.2 
Brill and 

others** .. 1.6 
Shah and 

others#4 .. 1.8-2.4 2.4-2.8 2.8-3.0 2.8-4.8 
Gunther and 

others*® .. 1.8 2.8 


Crouch and 
others*> .. 1.6-2.6 Add 0.2 mg. for each additional] 24-hr. period 


* Drug usually given in doses of 0.2 mg. 3 or 4 times a day. 
+ Figures in parentheses indicate number of patients in present series 
digitalized at that time. 


corded at each visit and the duration of each was 
noted. Electrocardiograms were taken on 12 of these 
patients both before digitalization and after onset of 
toxic effects. 

Results 


Digitalizing Dose.—The digitalizing dose varied 
from a minimum of 0.8 mg. in 48 hours to a maximum 
of 3.2 mg. in 5% days and averaged 1.6 to 2.0 mg. in 
48 to 72 hours. The doses for the varying time intervals 
are shown in the table. Satisfactory initial therapeutic 
response without toxic effects occurred in 27 patients; 
in 2, clinical response and toxic effects (anorexia and 
nausea in both instances) occurred simultaneously; 
and, in one patient, ventricular premature beats ap- 
peared without associated symptoms, subsiding 48 
hours after the use of acetyldigitoxin was discontinued. 
One patient became too ill to be followed safely as 
an outpatient and was transferred to the hospital. 

Maintenance Dose.—The daily maintenance re- 
quirement varied from 0.05 mg. to 0.2 mg. and av- 
eraged 0.1 to 0.15 mg. The necessary dose was 0.05 
mg. per day in one patient, 0.5 mg. per week in 2, 0.1 
mg. per day in 19, 0.15 mg. per day in 11, and 0.2 mg. 
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per day in 5. The lowest daily requirement was in 
patient in whom therapeutic myxedema had been in. 
duced for control of intractable heart failure caused 
by rheumatic heart disease with atrial fibrillation. 
with this dose the resting ventricular rate was main. 
tained at 60 beats per minute, rising to 80 on exertion, 
This patient’s condition had previously been satisfac- 
torily controlled with 0.1 Gm. of digitalis daily. 

Early in the study patients were routinely given 
0.2 mg. daily as a maintenance dose, but the majority 
developed anorexia, nausea, weakness, or lethargy 
within one to six weeks. These symptoms disappeared 
within one to five days after the use of acetyldigitoxin 
was discontinued and did not reappear when doses 
of 0.1 or 0.15 mg. were substituted, although a satis- 
factory therapeutic effect was maintained. Of the 1] 
patients with atrial fibrillation in the group of 38, the 
ventricular rate was well controlled by a daily dose 
of 0.05 mg. in one, 0.1 mg. in 6, and 0.15 mg. in 4. 

Margin of Safety.—To determine the margin of safe- 
ty, toxic effects were deliberately induced in 19 pa- 
tients. It was found that the digitalizing dose averaged 
68.5% of the dose that produced toxic effects. The 
range was 37.5 to 86%, and in all but four patients the 
value was less than 70%. 

Types and Duration of Toxic Effects.—The toxic 
manifestations induced in the 19 patients studied for 
this purpose, plus those which occurred inadvertently 
in 3 others, were as follows: anorexia, 7 patients; 
nausea, 3; weakness and fatigue, 4; nausea and vomit- 
ing, 2; anorexia, headache, weakness, and _ bright 
vision, one; nausea and blurred vision, one. Ventric- 
ular premature beats developed after the onset of 
nausea and weakness in two patients, and nodal 
bigeminy occurred in the absence of any symptoms 
in two others. The duration of toxic manifestations 
ranged from one hour to five days and was shorter 
than three days in 16 of the 22 patients. 

Comparison of electrocardiograms taken before 
digitalization and after the onset of toxic effects in 
12 patients revealed the typical ST-T changes caused 
by digitalis in all but 2 patients, whose initial tracings 
had shown left bundle-branch block. Slight prolonga- 
tion of the P-R interval occurred in six patients but 
did not exceed 0.21 second. There were no disturb- 
ances of rhythm except as noted clinically; all ventricu- 
lar premature beats were unifocal in origin. 


Comment 


During the course of this study several papers were 
published which indicated that the previously re- 
ported digitalizing and maintenance doses of acetyl- 
digitoxin were too high.* A comparison of the digital- 
izing doses determined in recent studies is shown in 
the table. The maintenance dose most generally 
recommended has been 0.1 or 0.2 mg. daily; however, 
0.15 mg. daily was tried in very few cases. In the 
present study, 0.1 to 0.15 mg. was adequate for 30 of 
38 patients; the conditions of 3 patients were well 
controlled with less than this dose, and only 5 pa- 
tients required 0.2 mg. daily. 

The digitalizing dose reported here is comparable 
to the dose of digitoxin used in the treatment of pa- 
tients with mild heart failure.” Although the present 
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values are lower than any previously reported, certain 
data suggest that the therapeutic doses of acetyldigi- 
toxin and digitoxin should be comparable. Acetvyl- 
digitoxin has 1.4 times the potency of digitoxin as 
measured by their effects on the failing heart of the 
canine heart-lung preparation.® The rate of dissipation 
of acetyldigitoxin is the same or slightly faster than 
that of digitoxin, and its intestinal absorption is ap- 
proximately 67% complete as against approximately 
75% for digitoxin.” Therefore, if the higher potency of 
acetvldigitoxin holds true in man, it would be offset 
in part by less complete intestinal absorption and 
more rapid dissipation, resulting in similar therapeutic 
doses for the two. The fact that the patients in this 
study were elderly and had only mild to moderate 
heart failure may also partly explain why the thera- 
peutic doses of acety!digitoxin were relatively low. 

Several authors have concluded that acetyldigitoxin 
is safer than digitoxin because the earliest manifesta- 
tions of toxicity are usually mild gastrointestinal symp- 
toms, whereas divitoxin not uncommonly produces 
definite toxic effects on the heart without warning 
symptoms of overdosage.’ Although experiments in 
cats have shown that acetyldigitoxin has less cumula- 
tive toxicity and induces toxic effects on the heart that 
are more often reversible and of shorter duration, 
direct comparison of the toxicity of these two agents 
has not been made in the same patients. Among 113 
patients reported in the literature and in this study in 
whom toxic effects caused by acetyldigitoxin were 
clearly described, toxic effects on the heart occurred 
simultaneously with gastrointestinal or other symptoms 
in 12, or 10.5%. Toxic effects on the heart alone, with- 
out warning symptoms, occurred in seven, or 5.3%. 
Warning symptoms were therefore the initial toxic 
manifestation in 84.2%. It appears that in the great 
majority of patients given acetyldigitoxin the onset of 
toxic effects is indicated by warning symptoms; reduc- 
tion in dosage or temporary withdrawal of acetyl- 
digitoxin can then prevent the development of more 
serious toxic manifestations. Noteworthy in this study 
was the frequency of weakness or fatigue as a definite 
early symptom of toxicity. 

The margin of safety between therapeutic and toxic 
doses of acetyldigitoxin is comparable to the estab- 
lished margin for digitalis and digitoxin.* However, 
the administration of acetyldigitoxin at intervals of 
two hours, as advocated by Brill,“ may be hazardous, 
since the full effects of long-acting forms of digitalis 
become evident 4 to 12 or more hours after adminis- 
tration.” 

This study supports the conclusion that acetyldigi- 
toxin is a desirable addition to the currently available 
forms of digitalis on the basis of its therapeutic effec- 
tiveness, margin of safety, rapid reversibility of toxic 
manifestations, and applicability to the treatment of 
ambulatory patients with congestive heart failure. 


Summary and Conclusions 


Acetyldigitoxin (Acylanid), a purified glycoside de- 
rived from lanatoside A, was used in the treatment of 
31 ambulatory patients with congestive heart failure. 
The average digitalizing dose was 1.6 to 2.0 mg. in 
{S to 72 hours. The maintenance dose, as determined 
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in 38 patients, averaged 0.1 to 0.15 mg. The margin of 
safety was found to be similar to that of other long- 
acting digitalis preparations; the therapeutic dose av- 
eraged 68.5% of the dose that produced toxic effects. 
Toxic manifestations consisted predominantly of warn- 
ing symptoms which lasted less than three days in the 
majority of patients. No instance of serious toxic 
effects on the heart occurred. 

The digitalizing and maintenance doses reported 
here are lower than previously described and approxi- 
mate the doses of digitoxin used in the treatment of 
mild congestive heart failure. Acetyldigitoxin meets 
all the criteria of a desirable digitalis preparation and 
is eminently satisfactory for the treatment of the 
ambulatory patient with congestive heart failure. 


Addendum 


Since this paper was submitted, Gold and Bellet '" 
have reported the digitalizing dose of acetyldigitoxin 
as 1,2-2.0 mg. in 24 hours and the maintenance dose 
as 0.1-0.15 mg. daily. 

Third and Parnassus (22). 

The acetyldigitoxin used in this study was supplied as 
Acylanid by Mr. Harry Althouse of Sandoz Pharmaceuticals, 
Hanover, N. J. 
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EVALUATION OF CLINICAL RESULTS OF PORTAL DECOMPRESSION 
IN CIRRHOSIS 


Lieut. Col. Eddy D. Palmer, Major Edward J. Jahnke Jr. 


There has been no conclusive answer to the question 
whether surgical decompression of the portal system 
in patients with portal hypertension secondary to 
portal cirrhosis is a wise move. It is being performed 
because recent technological advances permit it, be- 
cause the surgical mortality and morbidity rates are 
reasonably low, and because the clinical guess is that 
it affords protection against variceal hemorrhage and, 
therefore, prolongs life. There is no question about the 
potential danger of esophageal varices or of hemor- 
rhage therefrom when the liver is chronically dam- 
aged; nevertheless, it has not been demonstrated that 
the cirrhotic patient with portal hypertension can be 
expected to live longer and fare better with a portal 
shunt than without one. 

This report summarizes the results of a study made 
to determine the effect of portal decompression, as 
part of the treatment for the cirrhotic patient with 
esophageal varices, on patient survival, on prevention 


TaBLE 1.—Causes of Death in Fifteen Shunt and 
Twenty-three Control Patients 


Patients, No. 
= ———EEE7E 


pensive 
Causes Shunt Control 


Immediate postoperative period 
Bleeding into abdominal eavity 
Pneumonia and atelectasis 
Liver failure 
Sudden, unexplained at 7 days 
Liver failure without hemorrhage 
Exsanguination from varices 
Liver failure secondary to variceal hemorrhage 
Unrelated causes 
Exsanguination from duodenal ulcer 
Myocardial infaretion ? 
Congestive heart failure stil 2 


Total “93 

of hemorrhage from esophageal varices, and on the 
patient’s capacity to work or to be otherwise active and 
useful. To evaluate these points, a current control 
series that was satisfactorily comparable to the shunt 
series was quite obviously required. Lack of a current 
control series is the reason for the present uncertainty 
concerning the practical value of the shunting proce- 
dures. In earlier reports, the mortality and morbidity 
figures from the preshunt era were frequently used for 
control purposes, but, among their other deficiencies, 
these figures reflected experience from a period when 
effective equipment for tamponade control of active 
variceal bleeding was not available. Because it has 
been our guess from the start of the shunt program at 
the Walter Reed Army Hospital that portal decom- 





From the Gastroenterology Service and the Department of 
Surgery, Walter Reed Army Hospital, and the Division of Sur- 
gery, Walter Reed Army Institute of Research, Washington, 
D. C. Lieutenant Colonel Palmer is now with the Second Gen- 
eral Hospital, APO 180, New York. 


and 


Lieut. Col. Carl W. Hughes, (MC), U. S. Army 


* In patients with portal hypertension secondary to 
portal cirrhosis, the main purpose of surgical portal- 
system decompression is the prevention of future 
variceal hemorrhage. Experience with 57 patients 
having esophageal varices and histological proof of 
portal cirrhosis (with 48 similar patients used as a 
control group) showed that, while it is strictly a pro- 
phylactic procedure producing no objective or sub- 
jective improvement in the basic pathology, the shunt- 
ing operation is remarkablyeffective as measured by 
the postoperative transfusion requirements. The sur- 
gical mortality rate was small enough to make portal- 
system decompression practicable where definitely 
indicated. 





pression offers important protection at reasonable risk, 
we have not felt morally justified in setting aside alter- 
nate patients for a control series. Nevertheless, as time 
has passed, a pick-up control series has evolved, com- 
posed either of patients with cirrhosis and varices for 
whom shunt was recommended but refused or, in a 
few cases, of patients referred from other installations 
for whom shunt was recommended but whose doctors 
did not agree with this course. 


Material and Means of Study 


The shunt and the control groups were studied and 
treated simultaneously by the same doctors. The same 
criteria—presence of portal hypertension and esopha- 
geal varices '—had been used for all patients when 
portal decompression was recommended. In addition 
to these general criteria for surgery, the following cri- 
terion was used for inclusion of patients in the present 
series: There was histological proof of portal cirrhosis 
in all patients ( patients with cirrhosis due to infestation 
with schistosomes and those with portal hypertension 
due to extrahepatic portal-vein block were not in- 
cluded ). Also, all patients were military personnel, 
on active duty or retired, or military dependents. 

Fifty-seven patients meeting these criteria were 
treated by surgical portal decompression through 1955. 
Details regarding selection of patients and surgical 
technique have been presented elsewhere.’ End-to-side 
portacaval shunt was performed in 44 patients, end-to- 
side splenorenal shunt in 12, and end-to-side spleno- 
caval shunt (hereinafter grouped with portacaval 
shunt ) in 1. The numbers of patients per age-decade at 
the time of operation, from the second through the 
seventh decades, were, respectively, 1, 18, 14, 19, 3, 
and 2. There were 13 women and one Negro. 

The control group—patients for whom shunt was 
recommended but for some reason not carried out— 
consisted of 48 patients, 9 of whom were women and 
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2 Negroes. The numbers of patients per age-decade 
at the time of decision regarding operation, from the 
third through the eighth decades, were, respectively, 
4 18.9, 11, 4, and 2. It was believed that the control 
group was entirely comparable to the shunt group 
except for the fact that a somewhat larger proportion 


PORTAL DECOMPRESSION—PALMER ET AL. 747 


general evaluation and examination, liver-function 
tests, and esophagoscopic examination. In_ several 
cases, inability to obtain transfer of patients or their 
military sponsors to this area necessitated follow-up 
study in part through the courtesy of doctors in other 
areas. Follow-up evaluation of the control patients 


TasLe 2.—Number of Patients Dying During Each Follow-up Period 
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had not experienced gastrointestinal bleeding in the 
past (table 3, below ); it was easier for the patient to 
recognize the necessity for operation if he had been 
frightened by hematemesis. 

All of the information regarding hemorrhage and 
plood-transfusion requirements before operation or 
recommendation for operation came from medical 


TaBLe 3.—Hemorrhages Occurring During Whole 
Follow-up Period 


Patients Hemor- Total 
Who Bled rhages Amount 
During Requiring Whole 
Follow-up Hemor- Trans- Blood 
Period, rhages, fusion, Required, 
Group No No. No, Ml. 
Shunt 
No bleeding prior to 
| 0 0 0 0 
Bleeding prior to 
operation (86) ....cccccces & 8 4 8,500 
Control 
No bleeding prior to 
recommendation (24) .... 12 15 15 64,700 
Bleeding prior to 
recommendation (24) .... 7 30 6 117,250 


records as well as from the histories given by the 
patients themselves, a circumstance made easily pos- 
sible by the fact that all of the individuals were either 
our own patients from the start or that their cumula- 
tive Army medical records were readily available. 
Following either operation or unheeded recommenda- 


was carried out at more flexible although frequent 
intervals and included the same studies. 


Results 


Survival.—Six of the 57 patients operated on died 
during the immediate postoperative period, al] after 
portacaval shunt, of causes shown in table 1. Seven of 
the shunt patients and 21] control patients have sub- 
sequently died of causes related to their liver disease. 
None of the former had associated bleeding, while 19 
of the latter did. Two patients of each group had 
subsequently died of unrelated causes. 

During the first follow-up year, only two of the 
shunt patients died (table 2). By contrast, 18 of the 
control patients died within a year of unheeded recom- 
mendation for shunt, 3 within six weeks and 5 more 
during the next six weeks. The chronology of the other 
deaths is shown in the table. 

Hemorrhage.—The main purpose of surgical portal 
decompression is prevention of future variceal hemor- 
rhage, and the success of the surgical approach must 
be judged largely on the basis of the postoperative 
history of hemorrhage. The experience with hemor- 
rhage during the follow-up periods indicated in table 2 
is summarized in table 3. The remarkable difference 
between the two groups in the number of hemorrhages 
and, in particular, in the amount of whole blood re- 


TABLE 4.—Number of Patients with Hemorrhage Prior to Operation or Recommendation and During Each Follow-up Period 
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tion for operation, the patients were constantly under 
surveillance as inpatients or outpatients and, in the 
interims, as postal correspondents. For the patients 
who were operated on, the general plan was to re- 
hospitalize for two days at a time after three, six, and 
nine months and at six-month intervals thereafter for 





quired for transfusion is obvious. Because of the con- 
troversy over the advisability of carrying out portal 
decompression in the absence of a history of hemor- 
rhage, it is worth noting especially the experience dur- 
ing follow-up of the patients who had not bled prior 
to unheeded recommendation for operation. The chro- 
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nology of the hemorrhages during follow-up is given 
in table 4, and the severity of the hemorrhages, re- 
duced to average transfusion requirements for all pa- 
tients under observation, in table 5. 

Capacity to Be Productive and Active.—Throughout 
the follow-up period, the patients were evaluated 
carefully regarding their ability to support themselves 
and remain otherwise active and useful. Except for the 
time lost through repeated hemorrhage and _ hospital- 
ization, there was very little difference in this regard 
between the shunt and the control groups. Evaluation 
at the end of the first year gave the results shown in 
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Two of the shunt patients developed pulmonary 
tuberculosis during the first postoperative year. One 
was treated by lobectomy, with excellent results, and 
the other responded well after a year of rest and 
chemotherapy. 


Comment 


Throughout most of its course, including a long 
period when the danger of variceal hemorrhage is very 
great, cirrhosis is in most cases an asymptomatic or 
only mildly symptomatic disease. Shunting operations 
could not be viewed as practicable for other than 


TABLE 5.—Severity of Hemorrhage During Each Period in Terms of Average Milliliters of Whole Blood Required per Patient Observed 
(Bleeders and Nonbleeders) 
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or Recom- ——————_- 
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table 6. As time went on, of course, the over-all de- 
gree of incapacity became progressively more severe 
in both groups. 

At the start of the shunt program at this hospital, 
it was assumed that military personnel on active duty 
would have to be separated from the Army after 
operation, and this disposition was carried out for 
many months. The follow-up evaluations, however, 
soon showed that many of the patients were working 
full time at rather strenuous civilian jobs. Thereafter, 
many of the personnel on active duty were returned 
to full active duty. Some of these men later had to be 
retired as the manifestations of cirrhosis became more 
of a subjective problem. None was later retired because 
of any complication of portal hypertension or of the 
operation. 


TaBLe 6.—Evaluation of Productive Capacity at End of First Year 


Patients, No. 





” ae . woeeamnen 
Occupation Shunt Control 

Total patients evaluated 41 30 
Working 

PO SO So cid di ccscetoudssacdeeesevwrudes 26 17 

Pe IIE voc etucesepevcernegeeweectenosss 4 5 

Ste Ne ID i cae csievcisuiracacccvsssuvaciwas 3 

Dee 60 GO GE WOUE ccc cccccscccsceccevcsees 1 4 
Housewives 

A ee re er eee 4 3 

Inactive at least half the day.........cscccccece 3 1 
Disposition of military personnel 

Returned to full active Guty.... ccccccccscceces 14 14 

Separated for physical disability............... 16 7 


Specific complaints of the patients at the end of 
their first year are shown in table 7. The most im- 
portant differences between the two groups were that 
the problem of repeated hospitalizations was confined 
to the control group and that portal decompression 
was followed by disappearance of ascites in some pa- 
tients and seemed to prevent its later appearance in 
others, Problems of central nervous system aberration 
or simple emotional disturbance have not arisen to any 
extent in the shunt group, and the changes noted 
seemed ascribable simply to situational depression. 
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desperate cases if there were serious subjective reper- 
cussions, especially if they should interfere with the 
earning of a livelihood or enjoyment of life. It should 
not be forgotten that the surgical approach to the 
treatment of portal hypertension is strictly prophylactic 
in its intent, having as its only purpose the prevention 
of variceal hemorrhage in the future. The patient is 
not made to feel any better. The present experience in- 
dicated clearly that, from the symptomatic and _ pro- 
ductive points of view, the shunt operations created 
no important postoperative burden. 

As far as prophylaxis against hemorrhage and against 
liver failure secondary to hemorrhage are concerned, 
our experience has convinced us that portal decompres- 
sion is a remarkably effective procedure and carries a 
small enough surgical mortality rate to be practicable. 


TABLE 7.—Specific Complaints at End of First Year 


Patients, No. 


pare a 
Shunt Control 
ee Sie cccengusetdwnrediweeeiseke 5 idee 
Prequent Hospltaucatlod:.....cccvicescceccccccescce 0 9 
RP We NII oo iba dionsusdsccdecnsnisecees eben 7 8 
Personality change, MervOuS............cccceeees 5 3 
We. dnedacegsrasnneuestsensudeenaespeseedaeuscs 6 11 
SE ductcndiiwescerctensestundoekscteiiwwieeses 1 10 
ee rr re ee en eee 4 6 
BN SUI 5c cscmianudeins vatesesedeneesew 6 6 
No new complaint or subjective 
CD GE GE QO ia dich ccwedcesivicvcsceiccsusse 23 12 


Although the number of postoperative hemorrhages 
was too small to permit solid comparisons, portacaval 
shunt is judged to be considerably more effective than 
splenorenal shunt in preventing variceal hemorrhage 
in the patient with cirrhosis. 


Second General Hospital, APO 180, New York (Lieutenant 
Colonel Palmer ). 
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ONE HUNDRED SEVENTEEN SURGICALLY TREATED CASES OF 


VALVULAR RHEUMATIC HEART DISEASE 


WITH PRELIMINARY REPORT OF TWO CASES OF MITRAL REGURGITATION TREATED UNDER DIRECT VISION 
WITH AID OF A PUMP-OXYGENATOR 


K. Alvin Merendino, M.D. 


Robert A. Bruce, M.D., Seattle 


One hundred seventeen patients with valvular rheu- 
matic heart disease were treated surgically from 1951 
through 1956. This series included 92 patients with pre- 
jominant mitral stenosis, one of whom also had tri- 
cuspid stenosis treated at the same time; 20 patients 
with predominant aortic stenosis, including 5 patients 
with mitral stenosis treated at the same operation; 3 pa- 
tients with aortic insufficiency in whom the Hufnagel 
operation was used; and 2 patients with pure mitral 
insufficiency operated on under direct vision by means 
of a pump-oxygenator. In the 117 patients, a total of 
123 valves were treated. 

In addition to the usual diagnostic techniques, the 
condition of each patient, whenever possible, was in- 
vestigated by means of a standardized exercise-toler- 
ance test in order to determine the physical fitness 
index as a means of measuring his cardiac disability. 
The patient then was subjected to operation, after 
which his physical fitness index of exercise tolerance 
was reevaluated periodically. In this way, one can 
more clearly define the value of the surgical approach. ' 

The contributions to medical and surgical manage- 
ment of rheumatic heart disease in the past decade 
have been many. Tremendous strides have been made 
in understanding better the disease itself, the diagnos- 
tic difficulties, valvular hemodynamics, and the ab- 
normalities frequently encountered.* The purpose of 
this paper is to review our results in the perspective of 
newer developments. 


Mitral Stenosis 


In broad terms, the indication for surgery in the 
patient given a diagnosis of predominant mitral ste- 
nosis was the presence of measurable disability pre- 
sumed to be due to mitral stenosis. No patient with 
the proper anatomic lesions was denied surgery for 
any reason, nor was the presence of minimal to mod- 
erate degrees of mitral insufficiency considered a con- 
traindication for surgery. 

In this group of 92 patients, 66, or 72%, were fe- 
males, of whom 54, or 59%, had chronic atrial fibrilla- 
tion. The patients’ ages varied from 19 to 65 years, 
with an approximate average age of 40 years. Of this 
group, categorized by physical examination preopera- 
tively as those with predominant mitral stenosis, only 
il, or 55%, were discovered, at the time of surgery, by 
the palpating finger, to have pure mitral stenosis with- 





From the Department of Surgery (Dr. Merendino) and the 
Department of Medicine (Dr. Bruce), University of Washing- 
‘on School of Medicine. 

Read before the 10th Clinical Meeting of the American 
Medical Association, Seattle, Nov. 28, 1956. 





¢ Among 117 patients treated surgically for valvular 
rheumatic heart disease, 92 were found to have mitral 
stenosis as the predominant abnormality. Regurgita- 
tion was associated with the stenosis in 41 of these 
patients, but the degree of regurgitation was de- 
creased more frequently than it was increased after 
the operation of commissurotomy. In 51 patients the 
stenosis was not accompanied by regurgitation, and 
only 5 of these patients exhibited some regurgitation 
after commissurotomy. When stenosis was severe, im- 
provement usually followed commissurotomy regard- 
less of the type of valve encountered and in spite of 
an imperfect commissurotomy. Difficulties encoun- 
tered at operation included thrombi, old or recent, 
which were found in the left auricular appendix in 26 
patients. The total operative mortality, including 
deaths up to one year, was 12 (13%). The urinary 
output must be watched and steps taken to control the 
intake of water and electrolytes. Twenty patients were 
found to have aortic stenosis as the predominant ab- 
normality, and five of these had associated mitral 
stenosis which was treated at the same operation; a 
new instrument was developed for use as aortic di- 
lator, and in this series there were no operative 
deaths. The development of a new oxygenating pump 
system made it possible to perform two operations for 
acquired mitral insufficiency by open cardiotomy and 
direct vision. The recovery of one of these patients 
who had a total cardiopulmonary bypass for 17 min- 
utes, and the success in correcting stenosis and re- 
gurgitation simultaneously in otheg cases, justify the 
hope for further development of the surgical treat- 
ment of valvular rheumatic heart disease. 





out any evidence of regurgitation, Consequently, 45% 
had mitral regurgitation of varying degree; in three 
patients, mitral insufficiency was thought to be the 
predominant lesion at the time of surgery. 

Of the 92 patients, 16, or 17% had a total of 23 
separate episodes of peripheral embolism before oper- 
ation. Various degrees of incapacitation resulted, i.e., 
five patients had residuals of hemiplegia, one suffered 
partial loss of sight in the right eye, one had been 
subjected to a midthigh amputation, and another 
suffered a deformed, nonusable leg due to ischemic 
changes after embolism. In addition, there were two 
patients with prior subacute bacterial endocarditis. 

Three patients were operated on during the fourth 
month of pregnancy. One patient later had a mis- 
carriage; the others had no complications. Two pa- 
tients were operated on between pregnancies because 
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of congestive cardiac failure during a prior pregnancy; 
both patients subsequently terminated normal preg- 
nancies without difficulty, one having a home delivery. 

Effusion and Inflammation of the Pleural and Peri- 
cardial Cavity.—There were 7 patients with pleural 
effusion, the amount of fluid varying from 200 to 2,000 
cc., and 19 patients with a partial or complete adhesive 
pleurisy that necessitated both sharp and blunt dis- 
section to separate the visceral from the parietal 
pleura. In 17 patients, in most of whom there was dif- 
ficulty in controlling congestive failure, there was an 
increased amount of pericardial fluid. In seven pa- 
tients, there was an adhesive pericarditis that required 
both sharp and blunt dissection in order to obtain 
surgical exposure. 

Mitral Regurgitation.—After commissurotomy, mi- 
tral insufficiency, estimated by palpation, was un- 
changed in apparent degree in 19 out of 41 patients, 
or 46%. In nine other patients, or 22%, mitral insuffi- 
ciency was thought to have been decreased, whereas 
in seven (or 17%) there was no evidence of mitral 
insufficiency after commissurotomy. Thus, in 35 of 41 
patients, or 85%, the degree of mitral insufficiency, as 
estimated by finger palpation, was either unchanged, 


Classification of the Bicuspid Valve in Ninety-two 
Patients with Mitral Stenosis 


Patients in 
Whom Valve 
Was Fractured 

with Knife 
Rather Than 


Remainder of Valve 


Thick- Thick- 


Membra- ened but ened and Patients Finger 
nous, Mobile, Fixed, ——-—————~%———~ 
Orifice Edge No. No. No. No. %&% No. % 
Caleifie or 
fibroealecifice 
|, ees 7 31 6 44 48 2 5 
Fibrous (tough) ... 5 23 6 34 37 20 60 
Elastie or 
elastic with 
| ee 12 s — 14 15 2 14 


decreased, or eliminated. In only six patients, or 15%, 
was the degree of mitral insufficiency increased by 
commissurotomy. 

Of the 51 patients with pure mitral stenosis without 
evidence of regurgifation, 5 exhibited some mitral in- 
sufficiency after commissurotomy. In one patient, seri- 
ous insufficiency was thought to have been created; 
however, this did not prevent him from subsequently 
showing a moderate improvement in his physical fit- 
ness index. In short, he had been more disabled by 
his preoperative mitral stenosis than he was by the 
mitral regurgitation created at surgery. In general, if 
mitral stenosis was the predominant lesion, the mitral 
regurgitation, already present or produced at surgery, 
did not negate the possibility of a good result. 

Correlation Between Type of Valve and Type of 
Operation.—Each valve was analyzed carefully by pal- 
pation with regard to the size of the orifice, the 
characteristics of the edge of the valve leaflets, and the 
thickness and mobility of the remainder of the valve. 
The valves encountered were divided into three cate- 
gories (see table). 

It seems reasonable to assume that the elastic valve 
represents the earliest stage in the development of 
mitral stenosis, for an almost normal valve was the 
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rule and calcium was uniformly absent. By contray Th 
the calcific valves were the most diseased in terms «fj °°" 
calcium deposition and fixation. Presumably, they {qm !! “! 
valves represent the end-stage of the disease. The fi. bus. 
rous valves appear to represent an intermediate stag, im 
in the evolution of the final stages of valvular diseay the ¢ 
secondary to rheumatic fever. had | 
While in 24, or 26%, of the entire series of the a 
patients a knife was used to break the valve, the .* 
calcific valves were, in most instances, easily frac. whel 
tured with the finger. The knife was used in only tw py c 
or 5%, of the 44 patients whose valves were calcific [MN ” 
In the patients with the elastic type of valve, the knife we 
was necessary in only-two, or 14%, of the 14 patient ae 
However, in 20, or 60%, of the 34 patients with the ee 
fibrous type of valve, the knife was an important and . 
valuable instrument in the performance of mitral com. at 
missurotomy. —. 
It is difficult, if not indeed impossible, to establis} \l 
a correlation between the type of valve encountered nt 
the operation performed, and the objective improve. f T 
ment obtained. Yet, it can be stated that, when steno. oo 
sis was severe, regardless of the type of valve en-J% 
countered and in spite of an imperfect commissuro. ame 
tomy, improvement usually resulted. As anticipated % );.;., 
the 51 patients with pure mitral stenosis objectively ...., 
benefited as a group to a greater degree than did the Tl 
41 patients with associated mitral insufficiency. While hibit 
the adequacy of mitral commissurotomy, in general, is me 
important, examples have been observed of almost fm" 
perfect restoration of valve function in severe mitral ling 
stenosis without objective improvement and, in fact. °"“ 
with deterioration. Possibly, rheumatic activity with J ?'°’ 
myocarditis offers an explanation for this paradox. adm 
Thrombi in the Auricular Appendix and/or Atria ¥ YS°' 
Chamber.—Thrombi in the left auricular appendis prec 
and/or atrial chamber, both old and of recent origin. J *v! 
were noted in 26 patients, or 29%. In one of these pa- fH De ‘ 
tients, the entire auricular appendix was occupied by suffi 
a calcified thrombus. In five instances, newly-formed J ‘bri 
thrombi were flushed out of the left auricular appen- & erat 
dix at the time of surgery and, undoubtedly, would § be f 
have resulted in serious embolism otherwise. One of J a p: 
these thrombi was 2 cm. in diameter. Twenty-four of & inst: 
the 26 patients exhibited chronic atrial fibrillation, J pin. 
and 24 of 54 patients, or 44%, with atrial fibrillation J em} 
had thrombi in the auricular appendix. Thrombi were 
noted in only two patients with normal sinus rhythm: h 
in one, the thrombus was considered to be old, and, the 
in the other, no thrombi were observed by the sur jy¢ 
geon, but the pathologist reported thrombi in the speci 4, 
men of the auricular appendix submitted for micto- J ope 
scopic study. stuc 
There were three bona fide instances of operative J pit 
embolization in patients with atrial fibrillation, and all IJ chi, 
three resulted in death. In none of the three patients J the 
were thrombi identified, either by the surgeon at op- & rat 
eration or by the pathologist from the auricular biopsy: J wa; 
two of the three patients had calcific valves, Because yes) 
of these findings, our present policy includes temporary J per 


occlusion of the carotid arteries in all patients with I tio, 


atrial fibrillation. 
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There were other difficulties encountered at opera- 
“ion. In One patient a completely thrombosed auricu- 
lar appendix was noted, filled with a calcified throm- 
hus. In two other cases, no auricular appendix was 
present. In one case, it had been incorporated into 
the enlarged left atrium; in the other, the channel 
had been removed by a fibrous process. In 19 patients, 
the auriculoatrial junction was exceedingly tight, bare- 
ly admitting the finger. It was extremely difficult, 
when necessary, to insert a knife along with the finger. 
By extending the incision into the atrium, one could 
insert the knife; however, the stiffness of the appendix 
immobilized the instrument, thus making it practically 
useless. In four instances, there was an auriculoatrial 
tear; in one case there was a left atrial rupture. In an- 
other case, because of forceful finger pressure, the left 
ventricle was perforated. This was successfully su- 
tured. None of these complications resulted in serious 
difficulty. 

Mortality.—There were 10 deaths in this series of 92 
patients with predominant mitral stenosis, a mortality 
of 10.8%. There were no deaths in the first 33 cases; 
however, as the indications for operation broadened, 
more desperately ill patients with definite mitral 
regurgitation were offered surgery. The deaths were 
listed under three main groups: diagnostic errors, mis- 
management, and technical factors. 

The two patients listed under diagnostic errors ex- 
hibited predominantly mitral insufficiency. One had 
been operated on for mitral insufficiency elsewhere, a 
sling operation being said to have been performed 
one and one-half years before. The patient had im- 
proved somewhat for a while; however, when he was 
admitted to the hospital the last time, he required ox- 
ygen continuously. All physical findings indicated 
predominance of mitral stenosis, and operation was 
advised. It was apparent that if nothing helpful could 
be done, he would die. At surgery, pure mitral in- 
sufficiency was noted and irreversible ventricular 
fibrillation ensued, with the patient dying on the op- 
erating table. At autopsy, no evidence of a sling could 
be found in the left ventricle. The second death was in 
a patient who was believed at surgery to represent an 
instance of predominant mitral insufficiency. He died 
nine days postoperatively from edema and pulmonary 
embolism, revealed at autopsy. A salt overload also 
was a contributing factor to death. 

In the mismanagement group, one patient died on 
the sixth postoperative day of a salt overload and 
metabolic acidosis. This occurred at a time when the 
advisability of administering small amounts of salt post- 
operatively for symptomatic hyponatremia was being 
studied. The second patient in this category had severe 
mitral stenosis as well as a productive chronic bron- 
chiolitis, Surgery had been delayed three months in 
the hope that the respiratory problem could be amelio- 
rated with antibiotic therapy. The amount of sputum 
was reduced to 1 cup per day. An excellent operative 
result was obtained; however, postoperatively she was 
permitted early ambulation, which caused atrial fibrilla- 
tion. Up to that time, her convalescence had been ex- 
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tremely smooth; subsequently, her condition deterior- 
ated rapidly, and she was unable to raise her secretions 
and drowned on the sixth postoperative day. 

The third death in this group, occurring on the fifth 
postoperative day, resulted from a ball-valve throm- 
bus, which occluded the mitral valve orifice. The 
thrombus originated from the closure of the auricular 
appendix. The last death in this category was in a 
patient in whom thrombosis occurred spontaneously 
and/or there was embolism in the aortic bifurcation. 
An endarterectomy performed at the aortic bifurcation 
revealed both recent and older components; however, 
the patient suffered thrombosis in this area again and 
died on the ninth postoperative day. Since both these 
patients were severely restricted in fluid intake to 500 
cc. per day, death seems attributable in part to mis- 
management. 

Among the four patients grouped under technical 
factors, the patient with an auricular appendix filled 
with a calcified thrombus has been included. An oxy 
gen tent was required continuously prior to surgery. 
Because of the calcified thrombus in the auricular 
appendix, an operative approach was made through 
the left superior pulmonary vein. Although the com- 
missurotomy was successfully performed, the patient 
died in ventricular fibrillation on the operating table. 
Subsequent experience has indicated that this approach 
need never be used. 

Two patients suffered cerebral emboli on the table, 
and both died on the third postoperative day. In each 
instance, stellate blocks were done after some delay 
without success. The last death in this group was from 
an embolus, which occurred on the operating table, 
in a desperately ill patient. With the induction of an- 
esthesia, the patient's systolic blood pressure dropped 
to 30 to 40 mm. Hg. It became apparent within a mat- 
ter of minutes that, unless something was done to 
relieve the patient’s mitral stenosis, he would not re- 
cover from the anesthesia. The mitral commissurotomy 
was accomplished in less than 10 minutes. With frac- 
ture of the valve, ventricular fibrillation immediately 
ensued. The usual measures were carried out. Upon 
closure of the chest, the heart was beating in a normal 
sinus rhythm, but the blood pressure had not signifi- 
cantly returned toward normal. Death occurred within 
a short time. Autopsy revealed a calcified spicule, ob- 
viously detached from the mitral valve, that com- 
pletely plugged the ostium of the right coronary artery. 

There have been only two late deaths, one at 1] 
months and one at 18 months postoperatively. In the 
first instance, the lesion was predominantly mitral in- 
sufficiency. No benefit was obtained by surgery, and 
the patient exhibited a progressive downhill course 
over a period of months. The other patient also had 
severe pulmonary fibrosis secondary to bronchitis, with 
considerable production of sputum. The combination 
of both pulmonary and heart disease resulted in death. 
Consequently, the operative mortality, combined with 
late deaths up to one year, is 13% (12 patients ). 

Operative Procedure.—After initial dilatation of the 
bicuspid valve, an attempt was made to fracture with 
the finger the anterolateral commissure. If this could 
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not be accomplished, then the guillotine knife was 
used, In each instance, fracture of the posteromedial 
commissure was attempted with a surprisingly small 
yield, It should be pointed out that with dilatation 
there is some fracture of the posteromedial commis- 
sure; however, our major attention was directed to the 
anterolateral commissure except in occasional patients 
in whom the greatest gain in orifice size could be ob- 
tained only by posteromedial commissurotomy. 

At no time was the guillotine knife used in an at- 
tempt to sever the posteromedial commissure. The 
reasons for this are threefold. First, the posteromedial 
commissure is not so accurately identified out to the 
auricular wall as is the anterolateral commissure. Sec- 
ond, a small incisional error into the aortic cusp can 
result in severe mitral regurgitation. Third, examina- 
tion of valves, both at the autopsy and at the time of 
surgery, indicates that even if the posteromedial com- 
missure is severed, the mobility of the valve will be 
enhanced very little. The shortened chordae tendineae 
cordis are a frequent finding, with abutment of the 
papillary muscles to the valve edge. Even if the valve 
is severed, the mobility here is extremely minimal. 

Postoperative Management.—The most important 
single item in the postoperative management is the 
restriction of fluids. By controlled studies it has been 
found that, when the patient is allowed fluids as de- 
sired, abnormalities in osmolarity occur, characterized 
by a low level of serum sodium and, at times, disturb- 
ances of sensorium due to water intoxication. A series 
of balance studies, in which patients were given 3 to 5 
Gm. of salt daily postoperatively, demonstrated that 
hyponatremia was not corrected and that a salt over- 
load, with pulmonary edema and metabolic acidosis, 
could occur. While accounting entirely for only one 
death, this regimen was a contributing factor in other 
deaths. Balance studies in a group with moderately 
restricted fluid intake resulted in our present manage- 
ment.” 

Routinely now, immediately after surgery, all intra- 
venous infusions are terminated, and the patient is 
restricted for the first two days to 1,200 cc. total liquid 
intake per 24-hour period. This is increased to 1,500 
cc. per 24 hours on the third day and increased to ad 
libitum amounts thereafter. With this program, symp- 
tomatic disturbances in osmolarity are not observed. 
The urinary output is greater in ratio to the intake than 
with unrestricted fluid administration; the electrolytes 
remain within normal range. Early congestive failure 
and difficulties related thereto are greatly reduced. 
Most patients will complain of thirst, but diaphoresis 
is less prominent. 

It is of interest that, of the 37 patients with normal 
sinus rhythm preoperatively, 10, or 27%, developed 
atrial fibrillation in the postoperative period. This oc- 
curred mostly before increased doses of digitalis were 
prescribed. Most of the patients who developed atrial 
fibrillation postoperatively have had their condition 
converted with quinidine sulfate at a later period in 
their convalescence; some still require maintenance 
therapy with quinidine. The onset of atrial fibrillation 
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contributed to the death of 2 out of 10 patients wh, 
died. Ancillary management is similar to that of an 
patient who has undergone thoracotomy. . 
Results.—The exercise tolerance of 49 survivors jy 
the group of 92 patients has been studied two to fiy 
years after mitral commissurotomy; 32 have been fo}. 
lowed into their fourth and fifth postoperative vears 
Twenty-six of these 32 patients have shown sustained 
improvement. Altogether, 83% were improved in their 
own opinion. Reduction in the severity of symptoms 
and/or limitation of activities occurred in 77%. jm. 
provement in functional classification (New York Heart 
Association classification ) in 64%, and improved per. 
formance of a standard exercise (treadmill) test ip 
79%.* 
Gross discrepancies were apparent in some patients 
in the correlation of the operative estimate of pathol- 
ogy and treatment with the eventual results. An ex- 
cellent mitral commissurotomy did not always mean 
a good result, and, at times, when the operator felt 
that the result would be limited because of either the 
extent of commissurotomy obtained or the condition 
of the valve, striking improvement in exercise tolerance 
occurred. While the evaluation of these results is diff 
cult because of the fluctuation of disability, the natural 
history of rheumatic fever, and the paucity of similar 
information from a control group not operated on, the 
high incidence of improvement observed indicates that 
the beneficial effects in the long-term management of 
the patient with mitral stenosis are a direct result of 
mitral commissurotomy and concentrated medical care 
over a prolonged period. 
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Aortic Stenosis 


Twenty patients with predominant aortic stenosis 
were operated on. Five patients had associated mitral 
stenosis, with both lesions being treated at the same 
operation. In addition, one patient had significant aortic 
insufficiency and two patients had associated aortic 
insufficiency and mitral stenosis. The average age was 
47 years, the age range being from 29 through 62 
years; the group was composed of 17 males and 3 
females. No one was denied the opportunity of surgery 
if aortic stenosis was thought to be the predominant 
lesion. All patients were symptomatic, being in class 3 
or 4 (New York Heart Association classification ). 

Calcification of the valve as observed by fluoroscopy. 
cardiac failure, or advanced age never represented 
specific contraindications to surgery. Three patients 
were in chronic cardiac failure at the time of surgery, 
one with bilateral pleural effusion. Another patient 
was amnesic for his entire preoperative hospital stay 
due to cerebral anoxemia, and a third patient had 
only partially recovered from a recent bout of con- 
gestive failure. All cases were thought to represent 
predominant aortic stenosis secondary to rheumatic 
heart disease. 

Aside from the usual diagnostic measures available, 
peripheral arterial tracings or determinations of cen- 
tral aortic pressures were utilized to establish the 
diagnosis and the relative severity of the stenosis by 
the delay in the peak of ventricular ejection time. The 
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condition of none of the patients was studied by cath- 
eterization of the left side of the heart, although this 
i; now recommended for such purposes. 

Operative Procedure—The operative approach has 
heen through the left fifth intercostal space; a long 
craniocaudad incision in the pericardium is made. After 
exposure of the left ventricle and aortic ring, a small 
incision is made partially through the myocardium of 
the left ventricle. The guide of the aortic dilator is in- 
serted obliquely through the myocardium and com- 
pletes the entrance into the left ventricular chamber 
and through the aortic valve. The instrument follows 
the guide. Dilatation is carried out by proper place- 
ment of the instrument in the aortic valve. 

At no time is procaine hydrochloride utilized in the 
area of the ventriculotomy site, nor has a ventricular 
purse string been utilized on any occasion. No serious 
arrhythmias have been encountered, nor has there been 
any difficulty with serious bleeding from the ventric- 
ulotomy site. In almost half the cases, no suture has 
been placed in the left ventricle after removal of the 
instrument.” 

Morbidity and Mortality —There have been no oper- 
ative deaths in this series of 20 patients. The absence of 
difficulties can be attributed to the development of a 
newly designed instrument by Mr. Wayne Quinton, 
head of the medical instrument shop, University of 
Washington, which has been used in all cases. Surgery 
was not advised until this instrument was available to 
us. The instrument is approximately one-half the diam- 
eter of the Bailey aortic dilator and one-third its cross- 
sectional area. It is capable of dilating to the same 
extent as the Bailey dilator on full expansion of the 
dilating head. Although it appears fragile, from an 
engineering viewpoint it has greater strength than 
previous dilators. 

There have been four delayed deaths, a rate of 20%, 
after hospital discharge; these occurred two weeks to 
three months after surgery, mainly because of progres- 
sive congestive failure. In those patients, the valves 
were noted to be calcified either by fluoroscopy or at 
the time of surgery. In addition, one patient was 
thought to have minimal mitral regurgitation after 
dilatation, Early in the series, three patients had evi- 
dence of cerebral embolic episodes, none with de- 
monstrable permanent changes. Occlusion of the caro- 
tid arteries is now practiced routinely in all cases. 

Results of Surgery.—Excluding the 4 patients with 
delayed deaths and 4 patients too recently treated to 
have their condition evaluated, 12 patients of this series 
of 20 have been repeatedly tested in order to deter- 
mine the degree of improvement. Ten of the 12 
patients were, in their own opinion, improved and had 
less severe symptoms. Eight were thought to be im- 
proved by the examining physician, and nine, or 75%, 
showed improvement in their functional classification. 
The condition of 11 patients was evaluated by exercise 
testing, and 9 had improvement as indicated by the 
alteration of their physical fitness index. Consequently, 
in this small group of patients, approximately 80% felt 
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that they were improved; this corresponds rather close 
ly with the improvement in objective measurements of 
exercise tolerance in 75%. 


Aortic Insufficiency 


Only three patients have undergone insertion of the 
Hufnagel valve for treatment of aortic insufficiency 
This small number reflects our hesitancy to utilize this 
procedure except in the desperately ill patient. While 
the valuable contributions of Hufnagel “ to this prob 
lem represent the first feasible surgical approach, the 
operation itself has many technical and other disad 
vantages. The three patients so operated on varied in 
age from 17 to 54 years. There was one operative 
death due to the onset of ventricular fibrillation upon 
clamping of the descending aorta. A late death oc- 
curred three months postoperatively from pulmonary 
edema occurring after an immediate result that was 
moderately good. The third patient has been living 
for well over a year and is somewhat improved. 

While it is recognized that some individuals with 
aortic insufficiency are presently in need of help, we 
have temporized as much as we can, always with the 
hope that a new valvular prosthesis will be availabl 
in the near future. In this laboratory at the University 
of Washington, this problem has been studied for the 
past three years. It is not a simple one; however, the 
fact that many are working in this area with conside1 
able interest and effort indicates that important ac- 
complishments may soon be made. 


Pure Mitral Insufficiency 


Mitral insufficiency is characterized by a large lett 
atrium, a large left ventricle, and a dilated annulus 
resulting in an increased circumference of the atrio- 
ventricular canal. As the annulus dilates and the left 
ventricle enlarges, the tension on the chordae tendineae 
cordis is increased. This tends to flatten the bicuspid 
(mitral ) valve in a downward position and accentuates 
the insufficiency, for the valve edges cannot be apposed 
during ventricular systole. 

Several blind surgical methods in the past have 
been attempted in treating this condition; each has 
been discarded. Recently, a procedure utilizing the 
blind placement of a circumferential suture in the 
annulus has been attempted.’ This procedure has been 
studied in the isolated heart and also applied clinically. 
In the isolated heart, the valves appear to become com- 
petent upon tightening of the suture. The value of this 
procedure resides in the reduction in size of the atrio- 
ventricular canal. When the size of the annulus is 
decreased, the bicuspid valve tends to be inverted into 
the left ventricle. Thus, the chordae tendineae cordis 
are slackened. The increased mobility of the chordae 
combined with the lesser distance the valves must move 
to oppose each other results in restored competence. 
The procedure used in the two cases given below was 
not of this type but in effect produces the same result. 
To our knowledge, this procedure first was utilized 
successfully by Dr. C. Walton Lillehei and Dr. Richard 
L. Varco earlier this year.” 
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Treatment Under Direct Vision with Aid of a Pump- 
Oxygenator.—Recently, in this laboratory the develop- 
ment of a new oxygenator has made the pump-oxygen- 
ating system available for clinical use. While our major 
attention has been directed to congenital defects, 
recently, two patients with acquired mitral insufficiency 
were operated on. Surgery was advised because both 
patients were desperately ill and the life expectancy 
was short. Both operations were performed under di- 
rect vision with the aid of the pump-oxygenator. There 
have been no cases reported of mitral insufficiency 
treated by open cardiotomy. Thus a preliminary report 
of our two cases, with one survivor, seems warranted 
at this time. 


Case 1.—A 3l-year-old female was operated upon on Sept. 
19, 1956. Unfortunately, considerable difficulty was immediately 
encountered because of serious aortic regurgitation. Although 
the intracardiac maneuvers described below in case 2 were 
carried out and the heart closed, the patient’s condition de- 
teriorated rapidly, with ventricular fibrillation. 


Case 2.—A 32-year-old female was operated upon on Oct. 
31, 1956. With the patient in a true lateral position, only a 
right thoracotomy incision was made. The huge left atrium 
was readily accessible. With maintenance of the systemic 
circulation by the pump-oxygenator, the left atrium was incised. 
Under direct vision, the anterior and posterior portions of the 
annulus, beginning at the posteromedial area, were sutured 
together by means of interrupted silk sutures. The annulus 
was approximated toward the anterolateral commissure, about 
one-third of the total distance. The left ventricle was allowed 
to fill somewhat. Minor regurgitation was evident. Conse- 
quently, an additional two sutures were placed. Care was taken 
to avoid producing mitral stenosis. The operation was com- 
pleted in the usual fashion. The patient had total cardiopul- 
monary by-pass for 17 minutes. Direct left atriale pressure 
recordings before and after the correction are seen in figure 1, 
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Fig. 1 (case 2).—A, left atrial pressures (increased four 
times) taken at operation, indicating effect on mitral regurgi- 
tation of posteromedial annuloplasty performed under direct 
vision. High peaks are synchronous with ventricular systole. 
Preoperative fluoroscopic examination indicated pulsatile left 
atrium with each heart beat. B, peaks have been completely 
eradicated by corrective surgery. 
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The patient had a complicated convalescence but is recover- 
ing slowly. On auscultation, the grade 4 apical systolic mur- 
mur present preoperatively has completely disappeared. This 
case has proved beyond doubt that mitral regurgitation is a 
remediable lesion (fig. 2). A more detailed report will be 
made subsequently. 
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-methods would correct the lesion adequately. 
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Unfortunately, the type of insufficiency obg,.. 
clinically cannot be duplicated adequately in the: 
oratory. The only hope expressed to the patien:, 
that there were three alternative procedures yj 
might be done, dependent upon the situation ey, 
tered. No assurance could be given that any of ¢, 


It is likely that not all instances of acquired y 


insufficiency encountered may be correctable }) 
procedure carried out. However, it is the opinion of 


tae 





Fig. 2 (case 2).—A, preoperative x-ray of patient with; 
mitral insufficiency. B, two weeks postoperative x-ray, § 
though preoperative x-ray was taken in full inspiration 
the postoperative film in midexpiration, the diminution in 
all heart size, and particularly the reduction in the dian 
at the base of the heart, is striking. 


of us (K.A.M.), based on the experience encounte 
in those patients with associated mitral regurgit: 
undergoing commissurotomy, that the regurgitatio: 
most always was present in the posteromedial ar 
the mitral orifice. With some surgical procedures 
unnecessary to perform a large number of operat 
to test their validity. From this single experience «! 
it is believed that acquired mitral regurgitation is! 
in the realm of correctable lesions. Furthermore. | 
this knowledge, we feel secure in advising surgen 
such patients. 


Comment 


The diagnosis of mitral stenosis and aortic ster 
suggests that such patients belong to homogei 
groups. This is true of neither this series nor any ¢ 
reported series. These lesions are often associated \ 
insufficiency and multivalvular involvement. Other 
iables include the presence of active carditis, atri 
brillation, the degree of valvular involvement, an( 
degree of disability. Furthermore, the surgical ac‘ 
plishment will not be identical from case to case. 
sequently, patients with predominant mitral ste 
and aortic stenosis selected for surgery belong t 
tremely heterogeneous groups. These patients | 
only two things in common, namely, apparently a‘ 
mon etiology of rheumatic fever (even this is often 
established ) and physical evidence of a stenotic \' 
that appears to be the primary reason for the disal 
observed. 

The realization that rheumatic heart disease ' 
sents a pancarditis and surgery per se affects onl} 
facet of the illness, namely, the mechanical block t 
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forward flow of blood, should allow the development 
of a philosophy concerning the surgical approach. It is 
obvious that surgery rarely is a cure for the disease. 
The operation is utilized mainly for the relief of symp- 
toms due to obstructed pulmonary venous drainage; 
the ultimate goal is not cure but the rehabilitation of 
the disabled patient. 

The present technique for mitral stenosis, though 
blind, results in objective improvement in 80% of the 
patients. Furthermore, the benefit, although some- 
times delayed, appears to be sustained. Our indications 
for such surgery remain the same: measurable disabil- 
ity secondary to mitral stenosis. Better diagnostic meas- 
ures aimed at excluding patients with moderate to 
severe mitral insufficiency are being evaluated current- 
ly. When such measures are established, the surgeon 
may be protected from needless mortality. Similarly, 
the blind transventricular approach to aortic stenosis 
has resulted in objective improvement in 75% of the 
patients, with minimal risk. Consequently, there is 
little reason to alter our present concepts in the man- 
agement of patients with predominant mitral stenosis 
and aortic stenosis. 

At the opposite end of the spectrum, disabling mitral 
insufficiency will be surgically approached under direct 
vision with the aid of pump-oxygenator. Also, open 
heart surgery will be utilized in those cases where 
serious question exists concerning the predominance 
of stenosis or regurgitation. It is felt that in the major- 
ity of cases stenosis and regurgitation can be corrected 
simultaneously. 

As stated previously, the transventricular approach 
to aortic stenosis will be used as the procedure of 
choice because of the minimal risk and striking ob- 
jective improvement; however, a small residual group 
is not benefited. This group is being re-called for 
aortic commissurotomy under direct vision with the aid 
of the pump-oxygenator, By this method, all three com- 
missures can be cut. This alone, probably, will not be 
sufficient. In the autopsy room, when all three com- 
missures are opened, the valve mobility is increased 
only slightly. When excess calcium is removed as well, 
mobility is enhanced. It is apparent that the results 
will be unpredictable, for there is no experience with 
patients unimproved by previous dilatation. In the last 
analysis, this procedure is a stopgap measure. 

The true value of the direct approach is not the 
treatment of the badly deformed calcified valve but 
rather the indication of the approach for total excision 
of such valves with the replacement by a satisfactory 
prosthesis below the coronary arteries, when such be- 
comes available. Knowing the life history of the patient 
with unrelieved aortic stenosis, one should award this 
procedure a trial. To our knowledge a few cases of 
aortic stenosis have been treated by open methods as 
the initial procedure, with the use of hypothermia ° or 
the pump-oxygenator with retrograde coronary sinus 
perfusion.’° 

The surgical treatment of aortic insufficiency remains 
the most difficult problem of this entire group. Our 
policy of temporization, when possible, will be con- 
tinued. It is hoped that newer prosthetic valves will be 
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developed which more closely duplicate the human 
valve in action and position. Then, there will be less 
hesitancy in advising surgery. 

Summary 


With the use of closed methods of surgery, 75% of 
patients with predominant mitral stenosis and 80% of 
those with predominant aortic stenosis have shown 
objective improvement. Insofar as the surgeon attacks 
only one facet of the patient's disease, cure is not ob 
tainable. These results, in our opinion, justify the 
continuation of closed methods as palliative procedures 
important in the rehabilitation of the patient. Our smal! 
experience in the treatment of aortic insufficiency by 
the Hufnagel valve has been discouraging. We await 
the development of improved valve substitutes. 

Mitral insufficiency has been corrected under direct 
vision with aid of a pump-oxygenator; “posteromedial 
ammuloplasty” best describes the operative procedure 
used. In our opinion, patients with mitral stenosis and 
insufficiency in whom it is impossible to determine the 
predominance of either condition, as well as patients 
with aortic stenosis unrelieved by closed methods, are 
potential candidates for an open cardiac approach. 

This study was supported, in part, by grants from the U. S, 
Public Health Service, Washington State Heart Association, 
and funds of the State of Washington for research in medicine 
and biology. 
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CLINICAL RECOGNITION OF POSTOPERATIVE MICROCOCCIC 
(STAPHYLOCOCCIC) ENTERITIS 


Ruvert B. Turnbull Jr., M.D., Cleveland 


Postoperative micrococcic (staphylococcic) infec- 
tions of the intestinal tract undoubtedly account for 
serious loss of life in the hospitals in the United States. 
In my experience, micrococcic enteritis is the postop- 
erative complication most likely to result in the death 
of the patient if it is not recognized. Yet it is prevent- 
able and spectacularly curable. 

Most investigators’ agree that some alteration or 
depression of the intestinal flora renders the hospital 
patient more susceptible to enteritis. Prolonged in- 
testinal obstruction, starvation periods, purging, and, 
most important, the administration of wide-spectrum 
antibiotics alter bacterial antagonisms within the in- 
testinal tract. Oxytetracycline (Terramycin ) and chlor- 
tetracycline (Aureomycin ) are particularly effective in 
this respect and have been implicated in the more 
recently described cases.’ For this reason, their adminis- 
tration to patients prepared for surgery should be 
avoided, or they should be given with caution. 

Resistant strains of pathogenic micrococci are not 
commonly found in the human intestine. However, 
since the widespread use of antibiotics in recent years, 
they are appearing more frequently in the nose and 
throat of the population at large. There is a notable 
increase in these strains among doctors, nurses, and 
hospital workers, thus making conditions in hospitals 
more favorable for the occurrence of micrococcic en- 
teritis.'” In effect, a patient is brought into a hospital 
environment charged with resistant strains of micro- 
cocci; his normal intestinal flora are depressed or elim- 
inated altogether by antibiotics taken before or after 
surgery, thus allowing resistant micrococci (if present 
or if acquired) to grow unopposed. This growth may 
take place before or after an operation has been car- 
ried out. In either event, the operative procedure 
seems to lower the patient’s resistance to or to acceler- 
ate growth of micrococci, so that most patients are in 
the immediately postoperative state when the disease 
becomes apparent. The rapid course is now well 
known, and, although help from the bacteriologist is 
most important, the responsibility for immediate diag- 
nosis and treatment rests with the clinician. 

The objective of this article is to present postoper- 
ative micrococcic enteritis as a clinical syndrome, with 
specific reference to the onset of signs and symptoms 
and with an explanation of the existing conditions 
leading to the development of the disease. With a 
high index of suspicion and with recognition of the 
early signs and symptoms, mortality can be kept at 
a minimum. 

At present it is not known whether micrococcic en- 
teritis and pseudomembranous enterocolitis are sepa- 
rate entities. I can only say that they can definitely 
occur together or separately. As will be brought out 
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¢ The clinical syndrome of a sudden onset of unex- 
plained tachycardia, fever, intestinal ileus, diarrhea, 
oliguria, and hypotension appearing between the sec- 
ond and seventh postoperative days should make the 
physician highly suspicious of the overwhelming 
toxemia of micrococcic enteritis. Alteration or de- 
pression of the intestinal flora renders the hospital 
patient more susceptible to enteritis; in addition, the 
operative procedure seems to lower the patient’s re- 
sistance to, or accelerate the growth of, micrococci. 
Early recognition and therapy can prevent death from 
this syndrome. 





later, patients may die of fulminant micrococcic in- 
fections in parts of the body other than the intestine 
but with concomitant pseudomembranous enterocolitis 
in which no micrococci can be found in the intestine. 


Symptoms and Signs 


The symptoms and signs of micrococcic enteritis 
usually appear between the second and seventh post- 
operative days. They indicate an overwhelming tovx- 
emia, with particular reference to all or part of the 
gastrointestinal tract. The systemic effects are pro- 
found and rapidly progressive. If, when the disease is 
considered a possibility, the patient is watched closely, 
a fairly orderly sequence of events may be observed. 
The indications that there is some postoperative com- 
plication may be divided into five stages. 

1. Since the intestine is involved primarily, the earli- 
est signs and symptoms are referable to it; i. e., ab- 
dominal discomfort or pain, followed by diminished 
borborygmi and gradual abdominal distention. 

2. Concomitantly, or a few hours later, the pulse 
rate rises to 120 beats or more a minute. At this stage 
there is a minimal rise in temperature. An intense 
hyperemia of the involved intestine lowers the cir- 
culating blood volume, and oliguria to anuria may be 
observed to develop in a few hours. 

3. A massive outpouring of fluid, or exudate, into 
the lumen of the intestine (due to the effect of the 
micrococcic exotoxin ) results in diarrhea or vomiting, 
depending on whether the upper or lower part of the 
intestine is involved. In some of my patients, the 
stomach and jejunum have been involved exclusively. 
There has been x-ray evidence of massive dilatation of 
these viscera, with vomiting, or removal by gastric 
suction, of many thousands of cubic centimeters of 
a watery, high-protein, purulent fluid containing large 
patches of sloughed mucosa and clumps of pus and 
mucus (rice-water or “seawater” fluid). In other cases, 
the lower part of the intestinal tract has been involved, 
with the production of massive amounts of rice-water. 
fecal-stained fluid from the rectum. In some instances, 
as in case 4 below, intestinal distention and ileus are 
so profound that the intestinal fluids do not appear 
for several days. By and large, the outpouring of fluids 
from some part of the intestinal tract, is the first 
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definite sign of micrococcic enteritis, while abdominal 
discomfort and intestinal ileus, along with tachycardia 
and fever, may be interpreted as some other postopera- 
tive complications. 

{. In fulminant cases, hypotension and shock are in- 
evitable. The hemoconcentration leads to cyanosis. 
The rest of the signs are as one would expect. With 
oliguria there is a moderately elevated blood urea 
value; this seldom exceeds 100 mg. per cubic centi- 
meter. Because a pyogenic infection is present, the 
leukocyte count rises rapidly, occasionally to 60,000 
per cubic millimeter. Toxic delirium has been ob- 
served in most of the patients. 

5. There is a rapid fall in serum protein level, par- 
ticularly-in the albumin fraction, because of intestinal 
exudation. The hemoglobin values may drop by sev- 
eral grams per 100 cc. In several patients, hematemesis 
and/or bloody diarrhea have indicated that slough 
and ulceration of the intestinal mucosa had already 
taken place. 

Report of Cases 


The fairly constant and prominent signs are re- 
corded in the five cases below. These demonstrate the 
striking regularity with which the signs appear in the 
progress of the disease. A review of the five line draw- 
ings as a group will show that the pulse and tempera- 
ture changes are fairly parallel; when they are ac- 
companied by abdominal discomfort and distention, 
a provisional diagnosis of micrococcic enteritis can 
be made. The outpouring of gastrointestinal exudate, 
which occurred in all cases, however, is characteristic 
and not likely to be confused with any other postop- 
erative complication. 


Case 1.—A 38-year-old patient was admitted to the general 
surgical service with a diagnosis of rapidly progressive non- 
specific ulcerative colitis. This was treated for one month with 
oral doses of streptomycin and phthalylsulfathiazole (Sulfathali- 
dine). However, the condition progressed to the toxic phase, 
with perforation imminent. Subtotal colectomy with mucosal- 
grafted ileostomy was carried out. The patient was then started 
on therapy with penicillin and streptomycin. The satisfactory 
progress for two days was interrupted by abdominal distention, 
loss of borborygmi, tachycardia, fever, oliguria, and the out- 
pouring of 2,000 cc. of turbid fluid through the Levin tube. 
These rather characteristic signs of micrococcic enteritis were 
not recognized at the time. The operative stoma and Levin tube 
together drained 9,000 to 15,000 cc. of rice-water fluid daily 
until the patient’s death on the eighth postoperative day (fig. 1). 
Marked toxic delirium began the fifth day after operation. 
Cultures of the gastric contents and material from the ileal 
opening and the rectal remnant, together with daily smears, 
were negative for pyogenic micrococci. However, much pus 
and debris were found in the collected “seawater” fluid from 
the stomach and operative stoma. 

Postoperatively, on April 20, 1955, a rectal culture was nega- 
tive for Micrococcus pyogenes, and five days later a urine 
culture was sterile. The culture of material from the ileum on 
April 26 was negative for M. pyogenes. The next day a smear 
from the gastric exudate was negative for M. pyogenes, while 
a smear from the ileal opening, though containing many entero- 
cocei, contained no micrococci. On April 29, smears and cul- 
tures for micrococci made from the ileum, colon, and rectum 
were all negative. The culture from the rectum was negative 
for coagulase-negative M. pyogenes var. albus. The blood 
culture was sterile. 

On May 2, at autopsy, an intestinal fluid smear showed a 
moderate number of M. pyogenes, and a culture showed M. 
pyogenes var. albus, coagulase positive. The heart blood was 
sterile. No sensitivity studies were done. No enteritis was found, 
but about 4 ft. of the upper part of the jejunum was markedly 
dilated and contained a large amount of creamy pus and 
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debris, from which a pure culture of M. pyogenes var, albus 
(coagulase positive) was obtained. Death was considered to 
have been due to the production of an overwhelming lethal 
toxin in the lumen of the intestine, without production of a 
specific local lesion. 

In the above-cited case, too much reliance was 
placed upon the laboratory diagnosis. The pouring out 
of rice-water fluid from the stomach and ileal open- 
ing was diagnostic, but treatment was withheld be 
cause of negative laboratory findings. 


Case 2.—A 44-year-old male was admitted to the orthopedi 


service for a spinal fusion. Preoperatively he shared a room 
with a patient who had a micrococcic wound infection. Spinal 
fusion was carried out, and within 24 hours there was marked 
abdominal distention. An ileus as a result of the operative pro 
cedure was suspected, There was no improvement so far as the 
ileus was concerned, On the fourth postoperative day, tachy- 
cardia was noted and the patient appeared to be ill, A’ small 
amount of rice-water fluid came through the Levin tube. Cul 
tures of material from the rectum and stomach were mace 
smears were negative for micrococci. 
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Fig. 1 (case 1).—Characteristic signs of micrococcic enteritis, 
i. e., abdominal distention, temperature and pulse elevation, 
oliguria, and the outpouring of gastrointestinal exudate. The 
disease was unrecognized, and the patient died on the eighth 
postoperative day. (Top line indicates abdominal distention. ) 


Because micrococcic enteritis was suspected, erythromycin 
was administered in large doses intravenously, None of the drug 
could be given orally because of the profound ileus. At this 
time, inspection of the wound on the back revealed marked 
erythema around the wound and edema extending from the 
buttocks to the neck. The wound was partially opened, with a 
small amount of turbid fluid being released. Smears and cultures 
were positive for gram-positive, coagulase-positive micrococci 
It was apparent that the erythromycin was not effective either 
locally or so far as the intestine was concerned. Therapy with 
novobiocin (Albamycin) was started intravenously (750 mg 
every eight hours). It was apparent just before this point that 
the urinary output was decreasing. By the eighth day and from 
there on there was rarely over 100 cc. of urine daily. Clinical 
improvement was apparent. There was less abdominal disten- 
tion, and by the 10th postoperative day the patient began to 
have bowel movements. The gastric output through the Levin 
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tube was less, although excessive, and the pulse and tempera- 
ture diminished somewhat (fig. 2). Although dialysis was done 
with the artificial kidney on two occasions, the blood urea level 
gradually rose and the patient died of uremia on the 15th post- 
operative day. 

Postoperatively, on Feb. 11, 1956, a urine culture was sterile. 
Two days later a rectal smear was negative for micrococci and 
a rectal culture showed M. pyogenes var. albus, coagulase 
negative. Studies showed marked sensitivity of the organism to 
chloramphenicol (Chloromycetin), erythromycin, and carbo- 
mycin (Magnamycin) and moderate sensitivity to penicillin, 
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Fig. 2 (case 2).—Characteristic signs of micrococcic enteritis. 
There were early abdominal distention, micrococcic wound in- 
fection, and renal shutdown. Novobiocin (Albamycin) was 
effective in controlling the wound infection. However, the 
patient died of uremia on the 15th postoperative day. (Top 
line indicates abdominal distention. ) 


chlortetracycline, and neomycin, with resistance to streptomy- 
cin, oxytetracycline, and tetracycline. A smear and culture of 
the gastric contents were negative for M. pyogenes. A culture 
of material from the spinal incision showed coagulase-positive 
M. pyogenes var. albus. Studies showed marked sensitivity of 
the organism to penicillin, streptomycin, chlortetracycline, 
chloramphenicol, carbomycin, and erythromycin and moderate 
sensitivity to neomycin, oxytetracycline, and tetracycline. 

On Feb. 14, culture of material from the surface of the 
wound showed M. pyogenes var. albus, coagulase positive, as 
did the culture from the depth of the wound. Smears from the 
two specimens were positive for M. pyogenes. The blood 
culture was sterile. On Feb. 17, the stool smear showed a few 
micrococci and a moderate amount of pus. The culture was 
negative for M. pyogenes. 

On Feb. 20, at autopsy, a healing acute ulcerative enteritis 
involving 3 ft. of the terminal part of the ileum was found. 
Cultures from the mucosa made specifically for micrococci were 
negative, as were those of fluid from the ileum and stomach. 
The heart blood was sterile. The lungs, though containing con- 
taminating bacteria, were negative for M. pyogenes. A necrotiz- 
ing pneumonia was present. The kidneys revealed a well-estab- 
lished lower nephron nephrosis. 


This patient may have acquired his micrococcic 
wound infection from the patient in the adjoining bed. 
The ulcerating intestinal lesion may well have been 
secondary to toxin produced in the wound. If micro- 
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cocci were present in the intestine, I was not able to 
demonstrate them. The relationship of the renal shut- 
down to the micrococcic toxemia is not known. How- 
ever the micrococcic wound infection was well con- 
trolled by novobiocin. 


Case 3.—A 42-year-old male was treated for toxic fulminant 
ulcerative colitis of one month’s duration with oxytetracycline, 
streptomycin, penicillin, salicylazosulfapyridine (Azulfidine ), 
and cortisone. A subtotal colectomy with mucosal-grafted 
ileostomy was carried out as an emergency procedure. The 
patient followed the usual course after surgery until the third 
postoperative day, when abdominal distention was noted. At 
that time 2,200 cc. of turbid green fluid containing flecks of 
mucus and pus returned through the Levin tube (fig. 3). 

On the fourth postoperative day, abdominal distention was 
marked and there was a sudden rise in pulse rate and tempera- 
ture. Toward the end of the day, the urinary output diminished 
rapidly and the ileal opening began to run. In a few hours 
there was nearly 500 cc. of thin rice-water fluid containing 
flecks of mucus, sloughed mucosa, and pus. The patient be- 
came cyanotic and his pulse thready. The systolic blood pres- 
sure began to diminish hourly. Smears and cultures were made. 
Erythromycin was given intravenously at this point because of 
the characteristic signs and symptoms of enteritis. Therapy with 
other antibiotics was discontinued. There was marked clinical 
improvement in 12 hours, although the ileal opening discharged 
3,000 cc. of rice-water stool on the seventh postoperative day. 
Convalescence was otherwise uncomplicated. 

Preoperatively, on Nov. 27, 1953, while the patient had 
fever, the typhoid O agglutination was 1:40. All others were 
negative. On Nov. 30, the blood culture was sterile. The follow- 
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Fig. 3 (case 3).—Characteristic signs of micrococcic enteritis. 
Abdominal distention and gastric output were early signs, and 
therapy with erythromycin was begun on the fourth day. (Top 
line indicates abdominal distention. ) 


ing day, Dec. 1, the stool culture, taken preoperatively, was 
negative for pathogens (the medium selective for microccoci 
was not used). A culture from the lymph node was positive for 
Escherichia coli and negative for acid-fast bacilli. On the 
seventh postoperative day, Dec. 7, M. pyogenes var. albus 
(coagulase positive) was cultured from material from the 
ileum. Studies showed marked sensitivity to carbomycin and 
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erythromycin and moderate sensitivity to chloramphenicol, with 
resistance to penicillin, streptomycin, chlortetracycline, and 
o\vtetracycline. 


Although the suspected micrococcic enteritis was 
treated before too much damage was done, examina- 
tion of figure 3 will show that the diagnosis could have 
heen made on clinical grounds on the third postopera- 
tive day. At that time abdominal distention and the 
characteristic gastric (rice-water fluid) flow were 
observed. These signs preceded the elevation in pulse 
and temperature and the oliguria that were noted the 
following day. 


Case 4.—A 46-year-old male was admitted to the hospital for 
treatment of perforating diverticulitis of the sigmoid colon. 
On admission, the patient was febrile and there was a large 
tender palpable mass in the left lower quadrant. After he had 
heen receiving large doses of penicillin and streptomycin for a 
week, there was considerable clinical improvement and the mass 
was much smaller. After a 24-hour preparation of the intestine 
with neomycin, resection with anastomosis and proximal colos- 
tomy was carried out. 

The postoperative course was uncomplicated until the sixth 
day, when abdominal distention and a slight elevation in tem- 
perature were observed. The patient vomited, and a Levin tube 
was placed in the stomach. Less than 1,000 cc. of contents 
from the small intestine was recovered (fig. 4). The patient 
became disoriented and pugnacious. On the seventh postopera- 
tive day, the pulse rate and temperature increased, as did the 
abdominal distention. Restraints were used to keep the patient 
in bed. No borborygmi were heard. On the eighth postoperative 
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Fig. 4 (case 4).—Characteristic signs of micrococcic enteritis. 
The disease was recognized late, and erythromycin was not 
given until the ninth postoperative day. (Top line indicates 
abdominal distention. ) 


day, the urinary output began to decrease; the pulse rate and 
temperature increased rapidly. On the ninth day, 5,500 cc. of 
rice-water fluid poured through the Levin tube and the tem- 
perature rose to 105 F (40.5 C). Oliguria developed, and 
approximately 2,000 cc. of rice-water stool was discharged 
from the transverse colostomy opening. Smears of the intestinal 
contents were loaded with gram-positive cocci. Because of the 
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large volume of intestinal fluid observed, a diagnosis of micro 
coccic enteritis was made and large amounts of erythromycin 
were given intravenously. Within 12 hours there was clinical 
improvement, and the remainder of the postoperative course 
was uneventful. 

Preoperatively, on Feb. 6, 1956, the urine culture was sterile 
On the eighth postoperative day, Feb. 15, the culture of 
material from the colon showed M. pyogenes var. albus, coagu- 
lase positive. Studies showed marked sensitivity of the organism 
to streptomycin, chloramphenicol, erythromycin, and carbo 
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Fig. 5 (case 5).—Characteristic signs of micrococcic enteritis. 
Abdominal distention and a pseudomembrane on the mucosa 
of the ileal opening were noted on the third day, On the fifth 
postoperative day erythromycin was given. (Top line indicates 
abdominal distention. ) 


mycin and moderate sensitivity to neomycin, with resistance to 
tetracycline and penicillin. The next day the blood culture was 
sterile, and the day after that the wound culture was negative 
for micrococci 


The case above was one of late recognition of 
micrococcic enteritis. The elevated pulse and tempera- 
ture on the sixth day, together with the toxic delirium, 
should have been considered evidence of the onset of 
micrococcic enteritis. However, treatment was with- 
held until the ninth day, and the enteritis was allowed 
to progress. 

Case 5.—A 27-year-old male had chronic ulcerative colitis 
that had progressed to the toxic phase. For one week prior to 
surgery the patient was on the gastroenterology service on in- 
tensive antibiotic therapy with salicylazosulfapyridine, strepto- 
mycin, and neomycin. A total colectomy with mucosal-grafted 
ileostomy was carried out as an emergency procedure, After 
surgery, the patient was given large doses of penicillin, The 
usual postoperative course was observed until the third day, 
when abdominal distention was noted. An unusual amount 
(3,000 cc.) of gastric fluid returned through the Levin tube 
(fig. 5). The patient’s condition was considered satisfactory. 
Since he was wearing a transparent polyethylene bag over the 
ileal opening, a gray-white pseudomembrane was noted on the 
third postoperative day on the mucosa of the operative stoma 
(fig. 6). A portion of this was stripped free with a pair of 
forceps, and direct smears were found loaded with gram-posi- 
tive cocci (fig. 7). There was much pus in the debris from 
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the pseudomembrane. A clinical diagnosis of pseudomembran- 
ous micrococcic enteritis was made, but, since the patient was 
not particularly ill, treatment was withheld. 

On the fourth postoperative day his condition remained 
satisfactory except that there was an increased amount of 
turbid drainage (3,000 cc.) through the Levin tube. Direct 
examination of a centrifuged specimen of this drainage re- 
vealed a large number of pus cells. The urinary output began 
to decrease. On the fifth postoperative day, abdominal sounds 
lisappeared, the abdomen became widely distended, and the 
pulse rate and temperature rose sharply. The gastric drainage 
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Fig. 6 (case 5).—Pseudomembrane on ileal opening. 
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exceeded 2,800 cc., and the patient became disoriented. Re- 
straints had to be used. The blood pressure dropped to shock 
levels, and the patient became cold and cyanotic, As the blood 
pressure began to fall, fluids and erythromycin were given 
intravenously. Clinical improvement was noted in 12 hours, 
and the patient rapidly recovered (fig. 8). The remainder of 
the convalescence was uneventful. 

On the third postoperative day, March 26, 1954, the culture 
from the ileal drainage showed M. pyogenes var. aureus, coag- 
ulase positive. There was marked sensitivity of the organism to 
erythromycin and carbomycin and slight sensitivity to chloram- 
phenicol and oxytetracycline, with resistance to penicillin, 
tetracycline, chlortetracycline, and neomycin. On March 29, a 
smear trom the ileum was positive for M. pyogenes and a cul- 
ture of material from the ileal opening showed coagulase- 
positive M. pyogenes. On April 1, the culture of material from 
the ileal drainage showed coagulase-positive M. pyogenes var. 
albus. Sensitivity studies were the same as on March 26, On the 
following day, the culture of material from the ileal drainage was 
negative for M. pyogenes. 

In this case there was an unparalleled opportunity 
to observe the pathological changes on the mucosa of 
the intestine and to make a diagnosis. prior to systemic 
symptoms. However, abdominal distention and ab- 
dominal discomfort with diminished sounds were 
noted at least two days prior to pulse and temperature 
changes. Even if there had not been visible evidence 
of the disease on the operative stoma, the diagnosis 
could still have been made on the third postoperative 
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day because of the unusual amount of gastric fluid 
that came through the Levin tube. The response to 
erythromycin was prompt and effective. 


Early Diagnosis 


The cases just presented correlate the progress ot 
symptoms and clinical signs that lead one to make a 
clinical diagnosis of micrococcic enteritis. Abdominal 
distention or discomfort, with diminishing abdominal 
sounds and tachycardia, precede the specific and -char- 
acteristic outpouring of “seawater” fluid from either 
the stomach or lower part of the intestine. This entity 
might well be called “micrococcic cholera,” since the 
signs are so similar to Asiatic cholera. I agree that the 
earliest symptoms and signs as described are not spe- 
cific, but in this day of relative freedom from peritonitis 
and leaking intestinal anastomoses, micrococcic enteri- 
tis should be given priority in diagnosis, since earl) 
treatment is imperative. ; 

By no means must we confine all our efforts to local- 
izing the infection within the intestine. A patient who 
had recently undergone mitral valvulotomy was re- 
admitted to the hospital two weeks after her discharge. 
She had abdominal distention, tachycardia, hemateme- 
sis, and bloody diarrhea. A few hours after admission 
her blood pressure declined rapidly and she died. At 
autopsy a lung abscess was found, and cultures made 





Fig. 7 (case 5).—Smear from pseudomembrane on ileal 
opening, showing pus and micrococci. 


from this were positive for an “almost pure” growth of 
coagulase-positive M. pyogenes var. aureus. A culture 
from the peritoneal fluid was positive for the same 
organism. Pseudomembranous enterocolitis was pres- 
ent to an extreme degree. However, intestinal cultures 
made specifically for pathogenic micrococci were nega- 
tive. The occurrence of pseudomembranous entero- 
colitis with a focal pathogenic micrococcic infection 
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suggests a causal relationship. Case 2 reported above 
suggests a relationship between the wound infection 
and the enteritis. 

Treatment 

Treatment of postoperative micrococcic enteritis will 
not be effective unless a specific effective drug is deliv- 
ered to the actual source of growth of micrococci. The 
patient in case 1 could only have been treated by the 
oral route. It is doubtful whether intravenously admin- 
istered drugs could have reached the lumen of the 
intestine in the absence of mucosal ulceration and 
inflammation. On the other hand, the patients in the 
other four cases had sufficient intestinal ileus by the 
time the clinical diagnosis was made that it is more 
than likely that orally administered drugs would not 
have reached the disease. The graphs show that in 
each instance there was a profuse gastric output. It 
is doubtful whether a specific antibiotic put through 
the Levin tube into the stomach would find its way 
very far down into the intestine. To cover these various 
circumstances, combined oral-intravenous administra- 
tion of a specific drug should be ideal. In my cases, the 
intravenous route has been used until there is enough 
peristalsis to administer the drug by mouth. 

Many pathogenic micrococci are resistant to the 
antibiotics in general use in a locality or hospital. 
Therefore, antibiotics not in general use are more 
likely to be effective. Erythromycin, carbomycin, chlor- 
amphenicol, and neomycin are the drugs of choice at 
this time. Because strains resistant to erythromycin 
have been appearing in the Cleveland Clinic recently, 
the newer antibiotic novobiocin has been most effec- 
tive in the cases observed in the six months prior to 
the time of writing. If the gastrointestinal tract is still 
functioning properly, the oral route is preferred. 

Herrell, Nichols, and Martin “* have thoroughly de- 
scribed the dosage schedules of erythromycin by intra- 
venous and oral route. I have used 500 mg. intrave- 
nously as the first dose, followed by 250 mg. every six 
hours. Approximately the same dose orally should be 
sufficient. I now use novobiocin intravenously. The 
maximum dose of 750 mg. every eight hours, with 
early reduction to 500 mg., has proved effective in 
eliminating the micrococci from the intestinal tract. 
When micrococcic enteritis is suspected, all other anti- 
hiotics should be withdrawn immediately. 


Prevention 


It is doubtful whether postoperative micrococcic in- 
fections of the gastrointestinal tract can be entirely 
prevented. Wide-spectrum antibiotics will continue to 
remain in use, and, as newer drugs are introduced, 
resistant strains of micrococci will appear. These strains 
will be present in ever-increasing numbers in hospitals; 
therefore, the threat of lethal postoperative micrococcic 
infections will be a continued one. In patients under- 
going intestinal surgery, particularly those who have 
had antibiotic therapy over a period of time, preopera- 
tive cultures of material from the rectum should be 
made. Culture from the open intestine should be made 
at the time of surgery also. 

Dearing and Heilman'’’ have shown that, when 
there is a more or less pure culture of pathogenic 
nicrococci at the time of operation, postoperative 
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enteritis is more than likely to occur and specific treat- 
ment should be given as soon as possible. In general, 
direct smears of the gastric and rectal contents ( rice- 
water fluid) have been of diagnostic importance in 
very few cases. They have most often been negative 
for micrococci, while the cultures were later found to 
be positive. However, the identification of pus and 
epithelial debris in any of the smears strongly suggests 
that a pyogenic infection is in progress . 


Comment 


The characteristic symptoms and signs of postopera 
tive micrococcic (staphylococcic) enteritis are as fol 
lows: (1) diminished abdominal sounds and abdom 
inal distention; (2) tachycardia, fever, and oliguria; 
(3) diarrhea and vomiting; (4) hypotension or shock, 
toxic delirium, and leukocytosis; and (5) fall in serum 
protein level and anemia. A high index of suspicion 
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Fig. 8 (case 5).—Daily stool from ileal opening, showing 
progression of the disease in reference to the exudate, Tubes 
represent indicated day of treatment with erythromycin. Not 
rice-water stool in tubes 3 and 4, showing slough of pseudo- 
membrane; normal stool in tube 5; and heated filtered specimen 
to show albumin at top in tube 6. 


together with the recognition of the symptoms and 
signs, should lead to early antibiotic therapy and thus 
to a cure of this complication. 


2020 E. 93rd St. (6). 


The novobiocin in this study was supplied as Albamycin by 
the Upjohn Company, Kalamazoo, Mich. 
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CLINICAL STUDIES WITH DEXTROTEST 


SIMPLIFIED METHOD FOR THE DETERMINATION OF BLOOD SUGAR LEVEL 


James M. Moss, M.D., Alexandria, Va. 


For many years there has been a need for a simple 
blood sugar test that could be quickly and economical- 
ly carried out in the physician’s office, at the bedside, 
or in the hospital emergency room. Several tests have 
been introduced, but they have all had disadvantages 
that have prevented their general use. In an effort to 
correct this situation Dextrotest recently has been 
introduced.’ Dextrotest is based upon the copper- 
reduction principle that has been so widely used in 
the testing of urine by Benedict’s test and Clinitest. 
A concentrated, deproteinized blood filtrate, which is 
easily prepared, is used. In Dextrotest, a blue color 
is obtained when the blood sugar level is below 100 
mg. per 100 ml., and an orange color is obtained 
when the blood sugar level is above 200 mg. per 
100 ml. Between these two levels gradations of green 
and brown are produced that enable one to read with 
an accuracy of + 25 mg. per 100 ml. When the blood 
sugar is greatly in excess of 200 mg. per 100 ml., the 
orange appears during the boiling. These results 
have been recorded as a level in excess of 225 mg. per 
100 ml. in this report. A more accurate estimate may 
be made by use of half as much blood with more 
water and multiplication of the answer by two, but 
I have rarely used this procedure. This paper describes 
the results obtained with the use of this test in over 
1,300 blood specimens. 


Method 


Water is added to the 2-ml. mark on the calibrated 
test tube supplied in the Dextrotest kit. Tablet “P,” 
containing sulfosalicylic acid and sodium bicarbonate, 
is added and allowed to dissolve. Advance preparation 
of the solution in the test tubes improves efficiency 
when several tests are to be performed. After adding 
1 ml. of fresh or preserved venous blood, the tube 
is inverted and shaken vigorously. A brown precipitate 
containing the proteins is formed. The precipitate is 
removed by pouring the mixture into a small cone of 
filter paper that fits into the top of the second test 
tube. The cone is discarded after the clear filtrate has 
reached the 1-ml. mark on the second tube. Tablet “S” 
is added, and the solution is allowed to boil. Heat is 
generated when tablet “S,” containing copper sulfate, 
sodium hydroxide, sodium bicarbonate, and _ citric 
acid, is dropped into the solution. After the cessation 
of boiling, the tube is shaken three or four times, and, 
after waiting 30 seconds, the color is compared to the 
color scale. With experience, it is possible to inter- 
polate between the blue, olive green, or brownish 
orange colors of the scale that indicate levels of 100, 
150, or 200 mg. per 100 ml. respectively. The results 
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were compared with the results obtained by the use 
of the Folin-Wu method” on the same specimen of 
blood. 

Results of Comparative Studies 


Duplicate blood sugar tests were done on 500 dia- 
betic patients in my office, on 102 patients in the 
diabetic clinic at the District of Columbia General 
Hospital, and on 127 patients in the diabetic clinic 
of the Georgetown University Hospital. The results 
of these tests can be seen in figure 1. In general, it 
can be seen that there is a fairly close correlation 
between the results obtained by the two methods. 

It should be pointed out that there is an error in 
the Folin-Wu method of + 10%. When this margin 
of error is added to the expected error of 25 mg. per 
100 ml. in the Dextrotest, variations in the range of + 
35 mg. per 100 ml. must be expected. Wider varia- 
tions are obtained when the technician is inexperi- 
enced or careless in the performance of the test. In- 
adequate shaking of the first test tube or leaking of 
the filter results in a filtrate containing protein and 
in a falsely high blood sugar level. Making the reading 
too soon after the boiling has ceased, inadequate 
shaking of the second tube, or using deteriorated “S” 
tablets results in a falsely low reading. A delay in 
reading or too-much shaking after the boiling causes 
a falsely high reading. Inaccurate measurement of the 
water, blood, or filtrate, each will result in variable 
errors. Because of the simplicity of the test, constant 
vigilance is needed to avoid a sloppy and, conse- 
quently, inaccurate technique. The best correlations 
were obtained when the directions were carefully 
followed by a technician experienced in the perform- 
ance of the test. 

Random Blood Sugar Tests.—Blood sugar tests were 
performed on 600 patients who had had blood drawn 
for routine blood cell counts. The time since the last 
meal and the approximate size of the meal was noted. 
Examination of these data (fig. 2) indicated that the 
size of the meal had less effect upon the blood sugar 
level than did the time elapsed since the meal. Most of 
these random blood sugar tests showed levels below 
100 mg. per 100 ml. Levels of over 150 mg. per 100 ml. 
at one hour after the meal and of over 125 mg. per 
100 ml. at any other time were considered to be suffi- 
cient elevation to require further testing. No new 
patients with moderately severe diabetes were de- 
tected. There were three patients with mild diabetes 
who had normal fasting blood sugar levels and elevat- 
ed postabsorption blood sugar levels on the glucose 
tolerance test. These patients would have been missed 
entirely on routine examination of urine. Mild dia- 
betes probably would have been detected in more 
patients if blood specimens drawn two hours after 
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the patients had eaten a large meal had been used 
rather than random specimens. Dextrotest quickly 
confirmed the diagnosis in five patients who were 
suspected of having diabetes because of typical symp- 
toms or glycosuria. 

Glucose Tolerance Tests.—In 18 patients oral glu- 
cose tolerance tests were performed simultaneously 
with the determination of blood sugar levels by Dex- 
trotest and the Folin-Wu method. The results of the 
Dextrotest are shown in the table. The comparisons 
with the Folin-Wu method are included in figure 1. A 
glucose tolerance test was not done in any patient in 
whom the diagnosis of diabetes could be established 
by the finding of elevated fasting blood sugar level. 
Three patients were found to have mild diabetes not 
requiring the administration of insulin. Six patients 
had a decreased carbohydrate tolerance but not frank 
diabetes. This finding probably indicated potential 
diabetes and would require prolonged follow-up. The 
other nine patients had normal glucose tolerance 
curves. Proper classification of 16 of these patients 
could have been accomplished by the results of the 
Dextrotest alone. Two patients who had normal glu- 
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Fig. 1.—Scattergram comparing results of duplicate blood 
sugar tests using Dextrotest and the Folin-Wu method in 729 
patients. 


cose tolerance tests when tested by the Folin-Wu 
method would have been classified as potential dia- 
hetics by the results with the Dextrotest. 


Comment 


Control of Diabetes.—For the adequate control of 
diabetes, a blood sugar test should be done on eich 
patient at least every two months. This test should 
be done at the time of the day when the blood sugar 
level is apt to be the lowest. The height of the blood 
sugar level may be estimated by the results of the urine 
test, but a blood sugar test is needed if the develop- 
ment of hypoglycemia is to be avoided. The fasting 
blood sugar level is the lowest in patients taking 
protamine zinc insulin. However, a low blood sugar 
level in the afternoon is usually found in patients tak- 
ing one of the forms of insulin with intermediate ac- 
tion, such as globin zinc insulin, isophane insulin, or 
lente insulin. Ideally, frequent bloed sugar tests 
should be done on the patient before each meal so 
that the high and low points can be smoothed out. 
The big drawback is that few physicians have the fa- 
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cilities for making blood sugar tests in their offices, 
and they find it too expensive or too inconvenient to 
send the patient to a laboratory as often as is desirable 
When patients are sent out for a blood sugar test, it 
is usually a matter of several hours before the report 
can be obtained. Many laboratories have a negative 
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THE ELAPSED BETWEEN FOOD AND BLK SUGAR TES’ 

Fig. 2.—Graph showing blood sugar levels obtained in 600 

patients who had blood drawn for routine blood cell counts 

The stars in the top line of the one-hour, two-hour, and three- 
hour columns indicate new diabetics. 


attitude about making blood sugar tests in the late 
afternoon. As a result, too few blood sugar tests are 
performed. 

With the use of Dextrotest, this situation can be 
changed. The test can be done in the office in five 
minutes while the patient waits. It can be done at 
any time of the day and at a cost of less than a quarter. 
If the blood sugar level is over 100 mg. per 100 ml. 
but under 200 mg. per 100 ml. before each meal, the 
patient’s condition is usually considered to be well con- 
trolled. If the physician aims to keep the level just under 
150 mg. per 100 ml., he will avoid most of the pitfalls in 
insulin administration. More frequent blood sugar tests, 


Glucose Tolerance Tests with Use of Dextrotest 
in Eighteen Patients 


Glucose Tolerance, Mg./100 Ml 


Fasting 1 Hr. 2 Hr. 3 Hr Diagnosis* 

eas) 225 300 TT Diabetes 

1m 2) Pe i Diabetes 

TLD *M) 1 5 Diabetest 

10 aM) 125 ia Potential diabetes 
1M 200 1) Potential diabetes 
TLD 1m Pr lw Potential diabetes 
eh 1 125 12 Potential diabetes 
1) wo er eae Potential diabetes 
nw Pe Ph ‘ Potential diabetes 


No dinhbetest 


No diahbetest 


125 1 125 
125 1 125 


100) 1 1 1 No diabetes 
oo yw ow low No diabetes 
lin) 100) 1) No diabetes 
1) 1M low No diabetes 
100 1! 1) 1 No diabetes 
100 12: 100 No diabetes 
100 125 1M loo No diabetes 
* Diagnosis based on results of Folin-Wu blood sugar tests 


*On basis of Dextrotest alone these 3 patients would have been incor 
rectly classed as potential diabeties 
even less accurate ones, would do much to improve the 
control of diabetes. Dextrotest is not considered by me 
to be a substitute for the standard blood sugar tests, 
but it should be used as a supplement to them. 

When a diabetic is found in an unconscious condi- 
tion, there is always the problem of making the dif- 
ferential diagnosis between hypoglycemia and acidosis. 
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Frequently the history and the physical examination 
of the patient will enable the doctor to make the 
correct diagnosis. If a specimen of urine is available to 
test for the presence of sugar, the diagnosis can usually 
be confirmed. However, we have seen cases in which 
the wrong diagnosis was made and the patient with 
hypoglycemia given insulin or the patient with acidosis 
given glucose. The availability of a five-minute blood 
sugar test should make this mistake a thing of the past. 

In the treatment of diabetic acidosis, it is customary 
to give insulin and to wait for the administration of 
glucose until the blood sugar level is below 200 mg. per 
100 ml. This necessitates frequent blood sugar tests 
and, consequently, added expense and delay. By using 
Dextrotest, it is possible for the physician at the bed- 
side to promptly tell when the time has come for him 
to change his treatment. I have successfully used Dex- 
trotest as the only blood sugar test in the treatment of 
one patient in diabetic acidosis when no hospital beds 
were available. Ideally, any patient in diabetic acidosis 
should be in a hospital with good laboratory facilities, 
but, when this is not possible, Dextrotest is helpful. 

Detection of Diabetes.—In patients with mild dia- 
betes, the blood sugar level may be elevated only after 
meals. Therefore, if only the fasting blood sugar level 
is determined, the diagnosis will be missed. In elderly 
patients and in young patients who have had diabetes 
for a long time, the renal threshold for glucose is often 
elevated. It is not unusual for these patients to have 
a blood sugar level of 250 mg. per 100 ml. and yet 
show no sugar in the urine. The making of routine 
blood sugar tests two hours after the patient has eaten 
a large meal would enable the detection of many more 
patients with diabetes while the disease was stil] in its 
early stages and before any complications had de- 
veloped. Such routine tests are now done in most 
diagnostic clinics,* but they should also be done with 
every complete examination in the office of the family 
physician. 

A glucose tolerance test is sometimes needed to rule 
out the possibility of diabetes, but it is often impracti- 
cal because of the expense involved. With Dextrotest, 
a two-hour glucose tolerance test should cost less than 
a single standard blood sugar test, and much more 
information is obtained. 
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Summary 


A comparison of the results obtained with use of 
Dextrotest and with use of the Folin-Wu method has 
been made in over 700 blood specimens. The accuracy 
of Dextrotest is sufficient for it to be useful in the 
routine management of patients with diabetes mellitus. 
Dextrotest was performed as a screening procedure in 
600 nondiabetic patients. The normal person usually 
had a blood sugar level of below 125 mg. per 100 ml., 
except during the first two hours after a meal, when 
it sometimes rose to 150 mg. per 100 ml. A higher 
blood sugar level is suggestive of diabetes. 

The simplicity and economy of this test make it 
useful in the detection and contro] of diabetes when 
more precise tests are unavailable, too inconvenient, 
or too expensive. The fact that this test can be per- 
formed in five minutes makes it valuable in emergency 
situations and also makes it possible for the physician 
to tell the diabetic patient who is returning for treat- 
ment what his approximate blood sugar level is while 
he is still in the office. 


Addendum 


Since this paper was written, the test has been made 
more accurate by several modifications: The tablets 
are now sealed in foil in order to preserve their fresh- 
ness. The first tube is made with a smaller diameter so 
that the measurement of the blood is more accurate. 
The second tube is made with a flared mouth so the 
filtration is more reliable. In the 200 most recent dupli- 
cate blood sugar determinations, the average variation 
of levels has been about 10% and the maximal varia- 
tion has been 20%. This high degree of accuracy can 
be obtained only by a technician experienced with 
the test. 


3805 Florence Dr. 
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The Chemical Laboratory has authorized pub- 
lication of the following statement. 


WaLteR WoLMAN, Pu.D., Director. 


Monographs of tests and assays for new and non- 
official drugs adopted by the Chemical Laboratory of 
the American Medical Association represent an expres- 
sion of opinion as to what might constitute adequate 
tests and assays to serve as a reference guide to those 
interested in the identity and quality of a new and 
nonofficial drug. 

Completed monographs are published in the journal 
Drug Standards for those interested in the details of 
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the procedures. Monographs on the following drugs 
have appeared in the January-February, 1957, issue of 
that journal. The cooperation of the listed pharma- 
ceutical firms that furnished samples and data is ac- 


knowledged. 


Benztropine methanesulfonate.............. (Merck Sharp & Dohme ) 
Ethopropazine hydrochloride.........................++ ( Warner-Lambert 

Pharmaceutical Co., Inc. ) 
CeO BOI a .ecssccsceneccssinitecincccions (Parke, Davis & Co. ) 
I Cag iipisitsniiesmericrwrnsveiiobinnainanis (Schering Corporation ) 
Metaraminol bitartrate....................0.++ (Merck Sharp & Dohme ) 
Pramoxine hydrochloride.....................«0++« (Abbott Laboratories ) 
EL TR I (Parke, Davis & Co. ) 
I cs omctiitonshceiapniog (Endo Laboratories, Inc. ) 
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HEALTH IN 


THE HEAVENS 


DOWN-TO-EARTH SPACE DOCTORS ARE TACKLING TOMORROW'S CASES TODAY 


It seemed a long way down the thermometer from 
home at Glendale, Calif., as Dr. Robert Garrett wiped 
his brow in an airplane over Alaska early this year. 
Jouncing beside him was a casket box, taped airtight 
and hooked up to oxygen tanks. A virtually pulseless 
heart attack victim lay inside. 

This was Dr. Garrett’s own idea of a mobile oxygen 
tent, devised from limited materials back at Valdez, 
Alaska. Physician and patient survived the below- 
zero flight to Anchorage, all right, and later Dr. Gar- 
rett described the lifesaving coffin case as “a despera- 
tion device that worked.” 

Unknowingly, his contraption was conceived in 
much the same way as was another kind of sealed 
chamber several thousand miles southeastward near 
balmy San Antonio, Texas. There, in a basement at 
the Randolph Air Force Base School of Aviation Medi- 
cine, another doctor locks a man tightly in a cleverly 
built container. Medical creativeness to help a man 
live in the face of danger is the same in both cases, but 
here comparison shades into the wider realm of pre- 
ventive medicine. 

The School of Aviation Medicine several years ago 
developed a light-weight respirator for air evacuation. 
Now standard in the armed forces, it is used by the 
Military Air Transport Service and is available to civil- 
ian patients through the National Foundation for 
Infantile Paralysis. 

But the unique chamber in Texas is not a respirator. 
Resembling a furnace with portholes, it is a space- 
cabin simulator. Its designers are confident that in 
not too many years a tank very much like it—but made 
of aluminum instead of steel—will be rocketed into out- 
er space as a self-sustaining “little earth” for history's 
first human space dweller. Meanwhile, physicians are 
conducting a seemingly endless series of tests to protect 
this no, 1 space man, whoever he may be. They are 
probing survival needs at an altitude where blood 
effervesces. They are testing muscular coordination, 
vision, and blood pressure in a state where gravity 
vanishes. They are puzzling over the delusions which 
cobweb human consciousness under the stress of 
relentless concentration upon an instrument panel. 
They are trying, too, to second-guess the physiological 
hurts which may or may not be inflicted by cosmic 
rays beyond the earth’s atmospheric blanket. 

These physicians are not romping recklessly in the 
wispy world of science fiction, making playful studies 
of such fantasies as antigravity belts and disintegrator 
pistols. Theirs is an earthly, practical assault on space 
medicine problems of the immediate future—indeed, 
of today. For already, man has soared to a height of 
24 miles. This uppermost flight, experienced for a few 





minutes in a rocket plane last fall by Air Force Capt 
Iven C. Kincheloe (simulated heights in ground 
chambers sent another officer “up” 38 miles), is well 
within what aeronautical scientists call our “partially 
space equivalent zone.” The fraction of 1% of air at 
that level (where nothingness is “99 and 44 one- 
hundreths per cent pure’) acts as a virtual vacuum 
upon the unprotected human body. Had Captain Kin- 
cheloe embarked on a trip to Mars, he would have 
encountered the same physiological hazards of oxygen 
supply and air pressure; only the duration differs 


“Space Travel Just Around the Corner” 


Comparatively recent advances in physics, chem- 
istry, metallurgy, rocketry, and electronics are thrust- 
ing the space age upon us more suddenly than many 
of the most optimistic observers might have dared 
predict. Five years ago, so responsible a person as the 
surgeon general of the U. S. Air Force would not 
have risked linking his name or office to serious public 
discussion of space travel. Yet, that was the very topic 
of Major Gen. Dan C. Ogle’s address last month be- 
fore the Southern Research Institute in Birmingham, 
Ala. He said: “Science is moving so rapidly that it is 
difficult to distinguish between reality and science 


fiction. . . . From the interests of aviation medicine 
and human engineering, space flight is now upon 
us... . Rocket flight involving space travel from one 


point of the earth to the other is just around the 
corner.” 

At every phase of space research, medicine is there. 
For no space craft is completely efficient unless it 
carries a pilot healthy enough to tell his observations. 
Unmanned rockets may radio back some data, but so 
far there is no substitute for man as the finest emer- 
gency control system ever devised. What is more, 
everything about the effect of space flight on the 
human body has a distinct value to generations of 
people who will spend the rest of their lives on solid 
earth. This new knowledge may answer such ques- 
tions as these: 

How can the harmful effects of ozone (occurring 
at the fringe of outer space as well as in manufacturing 
operations ) be countered more efficiently? How much 
will greater understanding of cosmic rays hundreds of 
miles above the earth contribute to radiobiology? 
What can the orthopedist and the neurologist learn 
about reflexes in a gravity-free state? How much can 
the internist benefit from the knowledge of organic 
functioning during prolonged periods of weightless- 
ness? How many ground-based mental health prob- 
lems can be solved from the experiences of confined 
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men who spend dayless and nightless time in an inky 
void which is pierced by a searchlight sun and the 
bluish glow of once-secure earth? 


Man Independent of Earth 


An even more intriguing question—can man sustain 
himself independently of this planet?—is being pur- 
sued diligently around that “space cabin” at Ran- 
dolph. Volunteers have spent as long as 24 hours in 
the 96-cu. ft. sealed tank. Recently it has been instru- 
mented to automatically control oxygen intake, carbon 
dioxide absorption, temperature, and humidity. The 
ultimate goal is to recycle wastes into essentials, in 
order to support human life over a prolonged period. 

Already, the cylindrical cabin’s urine distillation 
apparatus produces water that is more potable than 
many municipal drinking supplies. In a refined space 
cabin, nitrogen collected in the distillation process 
would help nourish algae, which, in turn, could ab- 
sorb all the occupant’s carbon dioxide while supply- 
ing him the needed oxygen. The growing algae (a 
mere 5 lb. of one variety is described as an adequate 
gas exchanger for one man under ideal conditions ) 
might supply part of his food. Promising experiments 
now are under way to grow similarly valuable algae 
from human feces. 

And if that space ship of the future should embark 
on a two-year round trip to Mars, the doctors at 
Randolph Field will have a pretty good advance un- 
derstanding about potential food among plant life on 
that planet. Their deductions on Martian biology have 
been supported only in recent weeks. It is one of the 
most amazing findings to come out of an American 
laboratory. 

Mars in Jars 


Last fall, soil samples containing the approximate 
iron content indicated in telespectrographic studies of 
Mars were placed in bell jars and subjected to just 
about all the conditions believed to exist on Mars. 
These included a Mars atmosphere containing one- 
twentieth the oxygen of earth’s, an extreme dryness not 
known naturally on this planet, and one-tenth the 
earth’s atmospheric pressure. The jars were moved 
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back and forth from room temperature to freezers at 
30 degrees below zero during the simulated Mar; 
days of 25 hours, 37 minutes, and 22.6 seconds, 

Now the School of Aviation Medicine is able to 
report that micro-organisms placed in some of these 
bell jars at the start of the continuing experiment have 
managed to survive under conditions which would 
quickly kill any amebas. It tends to bear out a theon 
that the bluish-green splotches along Mars’ “canals” 
are forms of simple plant life. Not surprisingly, the 
micro-organisms in those “Mars jars” are bluish-greep, 

Such advancements in the Air Force laboratory do 
not just happen: they are fruits of the same kind 
of dogged diligence that doctors have shown along 
with other men interested in flight. Medical sci- 
ence’s range of accomplishment toward physiological 
safety in upper air extends from the first balloon 
flight across the English channel in 1795 to the sharp 
deceleration from 632 miles an hour only two years 
ago. An American physician, Dr. John Jeffries, was 
co-pilot of the balloon flight. Another physician, Lieut. 
Col. John Paul Stapp of Holloman Air Force Base, N. 
Mex., risked his life with the one-second-plus stop in 
a rocket-powered sled. (He said: “I felt like a fh 
riding the nose of a .45-caliber bullet.” ) 


Animals and Day-Night Cycles 


During the 160-year span of those two events, 
doctors have been “on the ground floor” of aviation 
research. They were among the French scientists who 
sent a hen, a duck, and a goat up in a balloon 8,000 ft. 
to test animal durability at great heights. (When only 
the hen appeared worse for wear on landing, they 
deduced that space was bad for chickens—until some- 
body found feathers in the goat’s mouth.) Since then, 
physicians and allied scientists have sent up monkeys, 
mice, and dogs to much greater heights. Russian doc- 
tors claim the record safe altitude of 68 miles for a 
dog in a rocket last fall; the U. S. claims a record for 
monkeys and mice—80 miles up. 

Experience with animals brought this evolution- 
ary comment from Major Gen. Harry G. Armstrong 
when he started the space medicine department of 





Left, model of five-place future rocket ship held by Dr. Hubertus Strughold, space medicine expert for the Air Force School of Avia- 
tion Medicine, is described by the craft’s designer, Krafft A. Ehricke of Convair. Center, the school’s sealed-cabin-simulator includes 
pneumograph, electrocardiograph, and thermocouples. Behind Dr. James G. Gaume in the photo is air lock for “shooting in” food. 
Under him is carbon dioxide absorber. Along wall at right is urine-distilling apparatus. Researchers hope to make this two-room “space 
suite” entirely self-sustaining for human life—with algae providing both food and a balanced oxygen and carbon dioxide interchange. 
Right, one Air Force physician uses intercom to check with man in the experimental space cabin while «nother doctor checks auto- 
matic controls. (Right-hand photograph, Air Force; others from North American Aviation, Inc. ) 
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th. Air Force School of Aviation Medicine several 
vears ago: “If monkeys can do it, we can learn 
te lo it.” 

Birds, too, have played roles in aviation medicine. 
Several years ago two well-loved pelicans died in a 
London park and were replaced with a couple of 
birds sent by plane from Texas. But these pelicans 
were not nearly as frisky as the originals. It so hap- 
pened that Dr. Hubertus Strughold heard about it 
on a radio newscast. He is the German-born physician- 
naturalist-physiologist (an American citizen since last 
july) who heads the space medicine department at 
Randolph. 

Dr. Strughold immediately informed the London 
zookeeper that the Texas pelicans probably were still 
adapting themselves to a new “physiological day-night 
cycle” after their long-distance flight. Within a week 
or so, he assured the zookeeper, the birds would perk 
up in readjustment. And they did. 

Dr. Strughold likes to tell about the pelicans to 
illustrate the importance of day-night cycles in both 
global and space travel. As we approach flight at the 
speed of day (1,038 mph at the equator ), we can leave 
Paris at local lunch time and arrive in New York at 
local lunch time. But the body says it is evening, and 
time for dinner. Unless an adjustment is made in eat- 
ing and sleeping habits, physiological needs are 
thrown out of kilter. Over a prolonged period, says 
Dr. Strughold, it can lead to a nervous collapse. For 
this reason, the “space doctors” at Randolph are 
devising “days” of from 18 to 28 hours for future 
space ship crews—setting specific periods for work, 
sleep, and recreation. Such a schedule is necessary 
because there are no references for day and night in 
space. 

How to Lose Weight Quickly 

You can lose more than sleep because of an airplane 
flight. You can lose weight—all of your weight. It is 
an alternatingly weird and enjoyable experience for 
some people, and a nauseating one for others. One 
physician reported: “Everything seemed delightful.” 
An enlisted man wrote, after his first flight into weight- 
lessness: “It seems odd but not distasteful to be re- 
lieved of the task of holding up your own body and 
move without any effort.” 

Thousands of paratroopers and a few airplane pilots 
experienced the phenomenon momentarily during 
World War II as they plunged downward (a falling 
object weighs nothing in the instant that air resist- 
ance gives it weight again). At Randolph, and at 
the Navy School of Aviation Medicine near Pensacola, 
Fla., jet planes flying in high-speed parabolic patterns 
have now created weightless periods of up to 47 sec- 
onds for the occupants. Faster planes now in produc- 
tion will be able to increase the duration to 90 seconds. 

What happens is that centrifugal force in the special 
flight exactly cancels out the force of gravity while 
thrust counters air resistance. Loose objects float 
before the eyes of humans held fast with seat belts. 
Hand and arm movements function eerily without the 
weight of flesh and bones. There is no up or down ex- 
cept for visual impressions given by the horizon. 
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This phase of aeromedical research has particular 
importance, because unless a space ship takes along 
its own “gravity” (one way might be through constant 
rotation) crew members will have to move about by 
hand rails, magnetic boots, or suction-cup shoes. Even 
in orbital speed below the fringe of outer space—tor 
example, in the unmanned satellite to be launched in 
a few months—there is continual weightlessness 

Unless there is adequate conditioning, disorientation 
of crew members in such a gravity-free state can have 
grave implications. Vision, man’s only organ for refer- 
ence under these conditions, faces radical adjustment 
Essential instruments, like radarscopes, may be hard 
to read and even harder to react upon during vital 
procedures. Human aiming mechanisms may go hay 
wire. 

Dr. H. J. A. von Beckh once tested the deadly a 
curacy of long-necked South American water turtles 
during gravity-free conditions. One was normal, while 
another had lost its labyrinth, which is the main organ 
of equilibrium for both turtles and man. During a 
dive of their fast plane, Dr. von Beckh poked bits of 
food in front of the turtles. The injured one, who al- 
ready had adapted eye coordination on the ground, 
snapped at the morsels easily during weightless 
moments. The normal turtle overshot (as human aim- 
ers have also done in target tests )—but after several 
dozen flights it, too, was able to coordinate for efficient 
aim. (One annoying hazard of the experiment was that 
the water in the turtle tank also became weightless 
during the dives, so that often Dr. von Beckh found 
himself lifting the tank to fit it around the water 
again. ) 

Some years ago Dr. Strughold decided to test 
weightlessness on himself. Informed that pilots in 
those days flew “by the seat of their pants,” he injected 
an anesthetic in each of his buttocks, and went up with 
a pilot in a two-seater plane. He says: “I felt absolutely 
nothing.” Another researcher at the Air Force School 
of Aviation Medicine, Psychologist Siegfried Gerathe- 
wohl, once tried to photograph weight changes of a 
bottle of soft drink during a parabolic dive. To his 
surprise, the weighing platform holding the bottle 
lifted clear away from the scale. 


New School, Wide Cooperation 


At last report, Dr. Gerathewohl and others at the 
school were planning to run a series of electrocardio- 
graph studies on humans during states of weightless- 
ness. In fact, many new studies in space medicine are 
being outlined now as construction work proceeds on 
the new School of Aviation Medicine at Brooks Air 
Force Base near San Antonio. Groundbreaking for the 
9-million-dollar project began only last month, and in 
about two years some 2-million-dollars’ worth of spe- 
cially designed atmospheric pressure chambers will be 
functioning in an “altitude building” of the finished 
school. The installation will include refined versions of 
the simulated space cabin now at Randolph. 

Advanced aeromedical research is going on also near 
Pensacola, Fla., where the Navy this spring formally 
commissioned its 18-year-old School of Aviation Medi- 
cine, its hospital, and parts of its dispensary into a 











768 MEDICINE AT WORK 


combined Naval Aviation Medical Center. Other space 
medicine studies are going on in universities and air- 
craft plants, some under contract with the Navy or 
Air Force. 

This year a Harvard-Guggenheim Center for Avia- 
tion Health and Safety begins operation to study 
human adaptation to extreme speeds, altitudes, tem- 
peratures, and toxic agents. A full course in aviation 
medicine, the only one of its kind in the U. S. for 
civilian as well as uniformed physicians, is being con- 
ducted at Ohio State University. A number of medical 
schools across the nation, including that of the Uni- 
versity of California, recently have been offering short 
courses in aviation medicine, covering problems in 
interplanetary travel. 

Problems in the physiology and psychology of space 
travel have been pursued for over a decade by the 
Douglas Aircraft company, Bell Aircraft, the Glen L. 


WA 





Lieut. Col. John Paul Stapp, the Air Force physician, as his 
rocket-powered sled finished a deceleration from 632 mph in 
little more than one second. His volunteer effort to test the 
effects of high gravity forces on the human body has contrib- 
uted to pilot safety during escape from aircraft at high speed. 


Martin company, Convair, and other aircraft firms 
(Convair’s division of astronautics has over 5,000 em- 
ployees ). Better than 60% of research and develop- 
ment work for the aero medical laboratory at Wright- 
Patterson Air Force Base, Ohio, is done by some 200 
private agencies under contract. Litton Industries of 
Beverly Hills, Calif., this month is testing a high- 
vacuum laboratory in which space conditions can be 
simulated and humans might survive while wearing 
pressurized suits. 

And when the Navy launches the first of six rocket- 
powered satellites from Florida in a few months, it 
will both culminate and spark a world-wide coopera- 
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tive effort. Aircraft workers in Baltimore put the rocket 
together. Shells for the satellite are being assembled 
at a Detroit firm. Dozens of precision manufacturers 
in all parts of the country have been making parts for 
it. As soon as the 20-in.-diameter “moon” is blasted off, 
electronic and human reports on its path will be com- 
piled by International Business Machines in a special 
building in Washington. Thousands of “moonwatchers” 
in nearly 60 nations, cooperating in the International 
Geophysical Year (actually 18 months) beginning 
July 1, will keep track of “the bird” as it loops along 
an. oval orbit. 

Although this space craft will not be manned, some 
scientists believe that its journey will provide enough 
material for evaluation on human space flight condi- 
tions to keep them figuring and consulting for the 
next 20 vears. 


Physician-Engineers 


Not too many years ago, aircraft were being built 
without the benefit of medical consultation—until 
manufacturers discovered that occasionally they were 
producing models that could fly well but would not 
adequately protect the pilot. Now most large firms 
have medical advisors working with engineers and 
designers. One result is that many doctors in aviation 
medicine find themselves talking and thinking like 
aeronautical engineers. 

These physicians with a common interest banded 
together 28 years ago when the Aero Medical Associa- 
tion was founded and first headed by Dr. Louis H. 
Bauer, past-president of the American Medical Asso- 
ciation and now secretary-general of the World 
Medical Association. The Aero Medical Association 
has a membership of some 2,000 physicians and allied 
scientists, some of whom also belong to other organiza- 
tions linked to health in the upper air. These include 
the six-year-old Space Medicine Association and the 
Civil Aviation Medical Association, now in its 11th 
vear. Only recently, the American Rocket Society 
established a space medicine committee. A number of 
physicians are active in the American Astronautical 
Society. Membership and activity in all these groups 
is growing at a rapid pace. 

Demand for authentic information on space medi- 
cine is so great that in a few weeks the first of a series 
of 13 filmed educational programs entitled “Doctors 
in Space” will be telecast for the profession and lay 
public. Air Force and Navy scientists will discuss lack 
of oxygen and pressure, intense heat and cold, cosmic 
and ultraviolet radiation, the question of life on other 
planets, and rocket ship design. These half-hour shows 
are financed by the Ford Foundation. 

At the Aero Medical Association’s annual meeting 
last month, upper altitude problems were known to 
be of such great interest that the entire session cen- 
tered around a theme of “medicine in the jet-atomic 
age of flight,” including current research in manned 
space satellites. To emphasize the cooperative effort, 
nearly 50 companies, ranging alphabetically from 
AiResearch Manufacturing to Wyeth Laboratories, are 
active as corporate members of the association. (The 
Aero Medical Association’s new president is Navy 
Capt. Ashton Graybiel, the heart expert who directs 
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aeromedical research at the Pensacola center. Other 
executives of the association include Air Force Surgeon 
General Ogle, and Major Gen. Otis O. Benson Jr., who 
heads the school at Randolph Air Force Base. ) 


Interrelationships 


That all of organized medicine, in fact, is concerned 
with aeromedical problems is shown by American 
Medical Association actions which recognized aviation 
medicine as a separate specialty in 1953; scheduled a 
joint meeting in New York City this month with the 
Aero Medical Association to hear and discuss a paper 
on “Problems of Spatial Disorientation”; and (at the 
request of the U. S. Commerce Department) named 
a study committee this spring to make recommenda- 
tions on medical problems in aviation. 

But it has not always been smooth flying for the 
air doctors. The first surgeon general of the Air Force, 
Major Gen. Malcolm Grow, had to fight all the way 
for support, funds, and even recognition within the 
military service and the medical profession. Many 
physicians and Army officers felt that aviation and 
medicine had nothing in common. “We were thought 
a lot of crazy guys with our heads in the clouds,” Dr. 
Grow recalled recently. 

Now, cooperation—involving organized medicine, in- 
dustry, the armed forces, foundations, and educational 
institutions—is mutually regarded as essential to assure 
human safety in a region which has always been a 
no-man’s land. One reason is that every problem in 
space medicine touches upon some nonmedical field: 
psychology, astrophysics, biochemistry, engineering, 
biology. Navy medical officers decide they need a 
“space suit” that will protect a pilot for hours in a 
near vacuum; they develop one with the support of 
the Air Force and the Douglas Aircraft company. Air 
Force doctors say they want a different kind of suit 
for high-altitude flight; theirs is designed with the 
help of corset manufacturers. 


Problems 


But as some problems are scratched off, others loom 
into view: How can men adapt naturally to higher 
and higher altitudes? (The U. S. Air Force financed a 
study of Peruvians living at 16,000 ft. to help find 
out.) What can safely stop a man from spinning as 
rapidly as 200 rpm as he escapes from a disabled plane 
at very high altitude? What can be done to counter- 
act “empty field myopia,” the nearsightedness which is 
expected to attack even normal eyes in space, where 
there is no reference point for focus? Is it possible to 
develop a safe drug which will bring back pilots who 
have suffered otherwise-fatal exhaustion in space 
flight? How can we accurately measure in advance the 
possible genetic hazards of space travel as the result 
of increased cosmic-ray bombardments? (The Navy's 
aeromedical experts warn that commercial airliners 
should not risk flight above 90,000 ft. until it can be 
shown there is no such danger.) What can be done 
to reduce the physiological damage caused by a rocket 
ship's intense noise during takeoff—and to solve the 
psychological problem of extended deathly silence 
atterward? 
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Equally tough are problems of aerodynamic heating, 
diet, communication, equilibrium, and breathing. ( Un- 
less the space-crew member is in a sealed cabin he 
must breathe oxygen under pressure, which requires 
a positive exertion to exhale.) One of the most im- 
portant problems is psychological. Can man stand the 
pace, the prolonged confinement, the insecurity and 
loneliness, the monotony—the total emotional and 
mental stress—of space travel? Recent tests show that, 
even with special drugs, Air Force crews in unrelieved 
confinement begin seeing little men in their cockpit 
dials after 30 sleepless hours. 

But at the rate all branches of medicine are advanc- 
ing, none of these problems is insoluble, according to 
Air Surgeon General Ogle. He says: “I could remain 
entirely within the realm of reality by predicting that 
we may in the near future be able to select and adapt 
human beings for specialized environmental circum- 
stances by blood studies and adjustment of various 
steroids, hormones, and enzymes; by urine studies to 
determine the adrenal gland activity; by galvanic sen- 
sitivity tests of the skin to determine the threshold 
of central nervous system awareness; by determination 
and adjustment of metabolic processes; and by brain 
studies through selected area electroencephalography.” 


Bright Future 


Meanwhile, no medical problem is slowing down de- 
velopments toward sustained flight beyond our atmos- 
phere. A University of California physiologist, Dr. Nello 
Pace, told a symposium last year that man will be ready 
for space travel as soon as space ships are ready, And 
that will be sooner than many people suspect. 

Already, North American Aviation, Inc., has begun 
fabrication on the X-15 rocket research plane, which 
reportedly will be able to reach a speed of 4,000 mph 
at an altitude of 264,000 ft. There have been hints of 
an even faster, higher-flying craft, the X-30. Aeromedi- 
cal experts calculate that the human body under cer- 
tain conditions can tolerate the gravity forces which 
a rocket ship would exert in bringing a man to a speed 
of 25,000 mph within eight minutes. A considerably 
smaller force would be needed to shoot a rocket air- 
liner 100 miles up in a 25-minute flight from New 
York to San Francisco. When will that be? “In the 
next 5 to 10 years,” replies Dr. Strughold, the Air 
Force's space medicine expert. 

Such predictions of travel through the black screen 
of space (except for a piercing sun ball, blacker 
than any moonless night on earth) are part and parcel 
of aeromedical research, because they have their 
origin in laboratories, high-flying jet and rocket planes, 
and animal-carrying rockets. They have their optimism 
in the progress of colleagues in all branches of medi- 
cine. And they have their support in the liaison with 
many nonmedical groups and individuals working to 
pierce man’s last natural frontier. 

If the aeromedical men occasionally seem to be 
spouting the phrases of dreamers, that, too, is to their 
credit. For research needs more physicians who can 
extend their large body of knowledge into the untried, 
the unconventional, and the unknown. Research needs 
more men like the doctor in Alaska who “dreamed up” 
a lifesaving oxygen tent out of a casket case. 
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INDIGENT MEDICAL CARE 


In 1956, the 84th Congress enacted Public Law 880 
to provide additional federal funds on a matching 
basis to enlarge, or to improve on, medical care for 
public assistance recipients. There are only four cate- 
gories of public assistance in which the federal gov- 
ernment financially participates and which are affected 
by the new legislation. These categories are known as 
Old Age Assistance, Aid to the Blind, Aid to Dependent 
Children, and Aid to the Totally and Permanently Dis- 
abled. There are other indigent persons not eligible for 
these four categories, and they are usually grouped un- 
der some form of “general assistance,” their care being 
financed entirely by local, or local and state, funds. 

Physicians actually supplying the medical services to 
patients receiving some form of public assistance should 
fully understand the adequacy, as well as the limita- 
tions, of such indigent care in their localities. The private 
practitioner, as an individual, as well as part of his medi- 
cal society, should have sufficient understanding of 
medical care administration to adequately participate in 
the present and future planning for necessary medical 
care to persons unable to pay for such services. 

In view of the changes brought about by the new 
law which affect the practice of medicine, the Com- 
mittee on Indigent Care of the A. M. A. Council on 
Medical Service has prepared a series of 52 questions 
and answers describing the program. These are pub- 
lished in this issue of THE JouRNAL (page 772). In 
addition, the same committee has prepared an A. M. A. 
policy statement, entitled “Guides for Medical So- 
cieties in Developing Plans for Tax-Supported Per- 
sonal Health Services for the Needy.” These guides 
were adopted by the House of Delegates in Decem- 
ber, 1956, and are available on request. 

Another item that might also be of interest to med- 
ical societies is an outline designed to assist in local 
or state surveys of medical services now being pro- 
vided under existing indigent care programs. Since 
many states are in the process of reorganizing their 
medical services to obtain federal matching funds un- 
der Public Law 880, this outline may be of assistance 
to the medical profession. 

It seems fitting that state and local medical associa- 
tions examine their own programs to find out the 
present status of their own indigent medical care 
services. Such a searching investigation could even 
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serve to provide the basis for a medical care program 
for the indigent where none now exists. Initiative and 
continued participation by the medical society could 
avoid the administrative pitfalls that seem to occur, 
while still allowing proper medical care to all, regard. 
less of ability to pay. 

Medical treatment for the indigent must be no dif. 
ferent than that available for everyone else, and of 
necessity the administration to provide adequate in- 
digent medical care will require the knowledge and 
guidance of those who set the community standards 
by virtue of their private practices. The problem 
evolves around just how professional cooperation 
should be integrated. In essence, there are two phases 
of supplying any form of medical care: first, there is 
the administration of the services and, second, there 
is the actual provision of service itself in the form of 
diagnosis and treatment. The hesitancy seems to be 
whether the private practitioner should be part of 
the medical administration phase. The answer lies 
in the logic that the doctor who performs a profes- 
sional service should not allow someone else, who 
does not fully understand the exigencies involved in 
performing that service, to direct and control him, 
without professional guidance. Professional guidance 
in the matter of medical care means intertwining the 
clinical practicalities with the regulatory philosophies. 


PHYSICAL TYPES 


There is practical importance as well as intrinsic fas- 
cination in the idea that every human being has in him 
something unalterable. This something is determined 
at the moment when a particular spermatozoon ferti- 
lizes the ovum. Although the course of development 
of the embryo is influenced by the vicissitudes of in- 
trauterine life, this course is largely determined by 
the inherited pattern. 

After birth the program of development is further 
modified by nutrition, trauma, and an infinitude of | 
other environmental influences. So a person’s per- 
formance is largely determined by experience and op- 
portunity, and his appearance is largely determined by [| 
his history. Nevertheless, it has been assumed ' that | 
the inherited something, the genotype, determines the | 
course which the person’s development will take in 
any given environment. 

The resultant of all these influences is a person | 
marked by many individual differences and deviations. | 
Their extent has been revealed in recent studies by Wil- 
liams.* Williams considers to what extent such individ- | 
ual differences should be considered unalterable. Some 
handicaps have been attacked with little success in the 
past. A convenient example was the futile use of vitamin 
A during World War II in efforts to abolish individual 
differences in color vision.* Williams sees little room 
for pessimism as to the correctibility of handicaps, and 
it must be admitted that every day brings new reports 
of impressive results from the use of drugs, surgery, 
physical therapy, prostheses, improved nutrition, and 
mental hygiene in hitherto baffling conditions. 

For these reasons the study of the human physique 
for clues to its assumedly unalterable elements takes 
on renewed interest. Among the early contributors it 
this field were Viola, Chaillou and Mac Auliffe, 
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Thooris, Bauer, and Kretschmer. The results of their 
endeavors up to 1927 were summarized by Weiden- 
reich. He dealt at length with their imposing vocabu- 
lary of words like dolichocephalic, brachycephalic, 
macrosplanchnic, microsplanchnic, respiratory, diges- 
tive, muscular, cerebral, leptosomic, asthenic, pyknic, 
leptoprosopic, euryoprosopic, leptosomatic, euryoso- 
matic, and euryosomic, not forgetting the Japanese 
choshiu and satsuma types. He came to the conclusion 
that these types occur in all races. The words do not 
correspond to any primitive dichotomy of mankind, 
and their use in discussions of physical constitution is 
simply a matter of convention. 

Since that time, however, a more intricate vocabu- 
lary has been developed, and the literature of the 
subject now abounds in allusions to linear and longi- 
tudinal types, ectopenes and mesomorphs, tamanoirs 
and tamanduas,” the A-type of Curry and the K-type 
of Lampert, the S-type and V-type of Hauswirth,° and 
most recently the gothic, baroque, and renaissance 
types of Kralj-Ceréek.’ 

An attempt to make practical application of this sort 
of information is made by Franke,° from whose paper 
the following paragraph is translated and condensed: 

The A-type (Lampert) or K-type (Curry), being of pre- 
dominantly asthenic, leptosomic body-build, has a parasym- 
pathetic-alkalotically oriented metabolism and therefore needs 
a diet with emphasis on the acid valences....In general he 
does not react well to prolonged periods of raw foods or 
fasting. On the other hand, the B-type, or the heat-sensitive 
W-type (Curry), being usually of the pyknic type, and having 
an ergotropicacidotically oriented metabolism, needs a more 
basic diet. 

Relying on Sheldon’s statement that “the pyknic in- 
dividual is a fat man, or woman,” the above can be 
translated to mean that fat people can fast longer than 
thin people, which is undeniable, and that reducing 
diets should emphasize alkaline residues, which is con- 
trovertible. As for the K-type, De Rudder * suggests 
that it be interred quietly along with the now-forgotten 
Aran-hypothesis in which Curry tried to explain so 
much of human disease by variations in the concentra- 
tion of allotropic forms of oxygen in the atmosphere. 

A number of other facts justify the suspicion that the 
whole subject of physical typing is based on confused 
thinking, loaded with unproved statements, padded 
with irrelevancies, and marred by fallacies. The con- 
fused thinking is exemplified in the concept of the 
ectomorph as a person in whom the derivatives of the 
ectoderm (skin and nervous system) predominate, for 
there is no indication in the “Atlas of Men”® that the 
men who rate 7 (highest) on the scale of ectomorphy 
are distinguished by outsized brains, overdeveloped 
spinal cords, or redundant epidermis. The unproved 
statements in the older literature on the subject have 
been adequately quoted and criticized by Weiden- 
reich; in the newer literature they are well exemplified 
by the observation, in a recent textbook, that the gas- 
trointestinal tract of a person of the pyknic type usually 
manifests “marked tone and motility made possible by 
the spaciousness of the abdomen.” The irrelevancies 
are the allusions to leopards, walruses, anteaters, and 
dugongs in the current literature on somatotyping. 
The fallacies are exemplified by the recent report that 
girls of the baroque type on the island of Sosak ex- 
perience the menarche 0.9 years earlier than do girls of 
the gothic type: girls broaden, just as boys exhibit a 
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darkening of the hair, during adolescence. 

The physician finds it hard to suppress a feeling of 
resentment when he finds, or suspects, that he is being 
imposed upon by a bombastic or obscurantist vocabu- 
lary. Why describe a person as pyknic, euryosomic, 
euryoprosopic, macrosplanchnic, digestive, lateral, en- 
domorphic, or baroque, when he might as well be de- 
scribed as stout, stocky, broad, or fat? In the words of 
one skeptical reviewer,’ “And the indices of body 
build; just exactly what do they tell once they have 
been computed?” 


ROCKETING RISE OF SPACE MEDICINE 


Time no longer merely flies: it is rocketing faster 
than the twirling globe itself. The International Geo- 
physical Year begins July 1, and a few months later a 
basketball-sized “little moon” will be flung out into 
virtual nothingness—an earth-girdling scout for scien- 
tific fruitfulness. Already a pilot has gone 24 miles up— 
virtual outer space where there is a scant one-third of 
one per cent of sea level air. And by about 1965, ac- 
cording to a foremost authority in space medicine, air- 
line passengers will whiz 100 miles skyward in a 
25-minute flight from New York to San Francisco, 
seeing the sun set in the east en route. 

If anyone thinks that all this supersonic speed on 
high is leaving medicine agape at the local bus stop, he 
need only watch the work of Air Force doctors in 
Texas, Navy physicians in Florida, and medical re- 
searchers in California aircraft plants. They are not 
only reading, but also writing, science nonfiction—rip- 
ping fantasy from fact, uncovering facts that may 
seem fantastic. They are getting ready to treat human 
ailments that have not yet occurred anywhere in the 
world, because patients soon may be returnees from 
out of this world. 

Here is a new frontier. And the “space doctors,” indi- 
vidually and through their associations, are attracting 
more and more colleagues into this field. At the same 
time, they hope to alert the entire profession to their own 
studies, which promise to benefit everyday practice in 
all branches of medicine. The story of this upward-look- 
with-feet-on-ground, via close liaison with lay indi- 
viduals and agencies, is told in a Medicine at Work 
article, “Health in the Heavens,” starting on page 765. 
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In 1956, amendments to the Social Security Act 
authorized a new method of federal participation in 
state medical aid for recipients of public assistance. 
This new system will affect medical care problems in 
many states. The Council on Medical Service has, 
therefore, reviewed the pertinent legislation and the 
regulations, to the extent the latter have been estab- 
lished, in order to inform the states of the limitations 
and the possibilities of this program. The Council’s 
Committee on Indigent Care, in December, 1956, com- 
piled a series of questions and answers to explain these 
new amendments and to give a brief history of federal 
aid to indigent medical care in the United States and 
forwarded copies to state medical associations. This 
is a revision of the December draft, and, since federal 
regulations are not yet complete, this statement will 
probably be amended from time to time. 

This series of questions has two basic sections: a 
description of the present system of care (effective 
until July 1, 1957), including definitions of public 
assistance and a brief history of this type of aid; and 
a description, so far as regulations have been estab- 
lished, of methods of financing care possible under the 
new amendments (after July 1, 1957). 


Present Systems 

Definitions 

1. Who are the “indigent”? 

The “indigent” or “needy” are those persons who 
cannot, through their own or their families’ resources, 
provide for their basic needs—food, clothing, shelter, 
and medical care. They must have assistance from 
some other source to survive. 

2. Can “indigency” be measured by any national 
income standard? 

It would be very difficult to set up such a standard, 
because of differences in the cost of living in various 
areas of the nation. Standards would probably have to 
be varied to suit individual cities, counties, or states. 

3. What are the sources of medical care for the in- 
digent? 

The three primary sources are (1) the physicians 
themselves, who provide much service without charge; 
(2) governmental assistance; and (3) private charities. 

4. How do the physicians provide indigent medical 
care? 

Physicians provide indigent care either through re- 
ducing their fees for those patients unable to meet the 
full costs of medical care or through providing care 
without any charge, both to office patients and to hos- 
pitalized patients in hospitals where the doctors are 
staff members. 

5. What does governmental assistance include? 

Governmental assistance includes both federally 
aided programs, such as care provided under the pub- 
lic assistance programs, and state-financed programs 
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or community-financed assistance such as general 
assistance. Such specific programs as the Crippled 
Children’s Commission, the Office of Vocational Re- 
habilitation, the Veterans Administration, and the Un- 
employment Compensation program, and all other 
programs which provide some form of publicly f.- 
nanced aid to the indigent, help, in some degree, in 
meeting costs of medical care (either directly or by 
payment to the client, who then purchases necessary 
medical aid directly). 

6. What do the private charity programs include? 

Private charity includes the work of the voluntary 
health organizations devoted to the study of specific 
diseases, local Community Chest agencies, such service 
organizations as the Lions and Rotary International 
(which sponsor health programs in particular areas), 
and such free care as is provided by the hospitals them- 
selves and by private philanthropic organizations. 

7. With what sources of indigent medical care do 
the 1956 Social Security Amendments concern them- 
selves? 

With public assistance programs only. 

8. What are the public assistance programs? 

These are the four programs authorized by the Social 
Security Act for which the state, if it decides to estab- 
lish them, can obtain federal reimbursement of a por- 
tion of their costs; they are also known as “categorical 
assistance” programs. 

9. Why are they called “categorical assistance”? 

Because eligibility for these programs requires not 
only indigency, but also inclusion in a specific category 
of dependency. The four eligible categories are indi- 
cated by the program titles: Old Age Assistance, Aid 
to Dependent Children, Aid to the Blind, and Aid to 
the Permanently and Totally Disabled. 


10. How do these programs differ from the general 
assistance programs? 

General assistance programs provide aid for persons 
who are not eligible for one of the four public assist- 
ance categories, but who, nonetheless, need aid to 
subsist. Aid to such persons is, therefore, received from 
state and community funds, without any federal par- 
ticipation. Most “medical indigents” who receive gov- 
ernmental aid obtain it from such general assistance 
programs financed by the state and local community. 


Background on Federal Assistance 


11. When did federal grants-in-aid become avail- 
able to states for public assistance? 

In 1935, when the Social Security Act was passed. 
Federal grants-in-aid to states were offered in the 
specific categories of needy aged (OAA), needy de- 
pendent children (ADC), and needy blind (AB). In 
1950, federal grants-in-aid were initiated for state 
programs for the permanently and totally disabled 
(APTD). 
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2. Does general assistance receive any federal re- 
im) ursement? 

\o; general assistance is financed entirely by state 
or local funds, or by a combination of the two. 

\3. Who initiates and administers the public assist- 
ance programs? 

The state itself determines which programs it will 
sponsor and initiates these programs; administration is 
either at the state level or at the local level with state 
supervision. The federal government decides whether 
the state program meets federal specifications and, if 
so, reimburses part of the costs; it does not administer 
or initiate the program, nor does it decide which state 
agency or agencies will administer the programs. 

14. Can a county or municipality initiate an assist- 
ance program and secure federal reimbursement? 

No; plans must be submitted by the state and must 
be in effect in all its political subdivisions. 

15. What part does the federal government play in 
public assistance? 

The Department of Health, Education, and Welfare 
is responsible for the administration of the four public 
assistance titles of the Social Security Act. These titles 
list the requirements states must fulfill if their public 
assistance programs are to be approved for federal 
reimbursement. The Department’s Bureau of Public 
Assistance has issued and provided all states with a 
“Handbook” which interprets the federal laws and spe- 
cifically outlines the requirements for program approv- 
al; revisions are also forwarded to all states as neces- 
sary. If a state plan fulfills these requirements, the 
Secretary of the Treasury reimburses the state on a 
quarterly basis for a portion of its public assistance 
expenditures, in accordance with the formulas pre- 
scribed in the Social Security Act. 

16. How is the federal contribution determined? 

Federal contributions are based on the average 
monthly grant per person within a given public assist- 
ance program, within set per person maximum grants. 

For example, under current legislation, the maxi- 
mum grant per person matchable for Old Age Assist- 
ance, Aid to the Blind, and Aid to the Permanently and 
Totally Disabled is $60 per month. Federal aid is 
based on the amount paid out by the state within this 
limit. (If a recipient receives more than $60 in a month, 
only the $60 is counted in calculating federal reim- 
bursement. ) 

Funds allocated, within this maximum, are averaged 
monthly and the federal government reimburses the 
state for 4% of the first $30 per person and % the re- 
mainder. Thus, if three OAA recipients received $75, 
$60, and $45, respectively, in a given month, the aver- 
age would be based on $60 (instead of $75), $60, and 
$45, or an average monthly grant of $55 per recipient. 
Of this the state would receive $24 (4% x $30) plus 
$12.50 (% XX $25) per person. 

For Aid to Dependent Children, the federal share is 
14/17 of the first $17 of the average monthly payment 
per person plus % the balance; the maximums are $32 
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each for one dependent child and the adult responsible 
for his care and $23 for each addition dependent child 
in the same home. 

For example, in three families, each consisting of a 
parent and one child and receiving state grants of $75 
$64, and $25, respectively, federal participation would 
be based on $64 (instead of $75), $64, and $25, since 
the maximum matchable would be $32 per person or 
$64 for each family, These matchable portions of the 
grants average $51 per family or $25.50 per recipient, 
so the federal share would be $14 plus $4.25 per recipi- 
ent of $36.50 per family. 

17. If the grant to one state client is above the 
maximum matchable and that to another below the 
maximum matchable, are the grants averaged to de- 
termine federal participation? 

No; averaging is based only on the portion of the 
individual's grant within the federal maximums; if, 
with a $60 maximum, the state grants one client $75 
and another $45, the federal aid is based on the aver- 
age of $60 and $45 (as in the example above ), not on 
$75 and $45. 


18. If the average grant per person exceeds the 
established maximum, is there any increase in federal 
grants? 


No; the federal grant is limited by the established 
maximums, State and local funds must be utilized with- 
out federal reimbursement to support recipient grants 
which exceed the federal matching maximums. 


Present Medical Care for the Indigent 


19. Before the inauguration of the public assistance 
programs in 1935, how did the indigent obtain neces- 
sary medical care? 

Medical care was considered primarily a local 01 
community responsibility, usually secondary to such 
other basic needs as food, clothing, and shelter. Med- 
ical care was provided either through community or 
state programs generally by county or city physicians, 
in county or city hospitals, and through the charity of 
local private physicians and hospitals. 

20. How did the public assistance programs affect 
the method of providing care? 

Within the set “matchable maximums,” the states 
could include grants to public assistance recipients in 
ratio to their medical needs. The clients could use this 
grant to pay physicians, pharmacists, or hospitals for 
medical aid, and the state would receive federal re- 
imbursement according to the established formulas. 
( However, receipt by the client of an additional state 
grant for medical needs did not guarantee that he 
would spend the money for that purpose. ) 

21. Did the Social Security Act of 1935 allow states 
to receive federal reimbursement for money paid di- 
rectly to physicians or hospitals for indigent medical 
care? 

No; under the 1935 act, all grants involving federal 
participation had to be paid directly to the assistance 
recipient himself, without restriction as to use. If states 
made direct payments to the “vendors” of medical care, 
these payments were not eligible for federal matching. 
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22. How did the 1950 amendments to the act change 
this? 

The 1950 Social Security Act amendments allowed 
states to make payments for medical care “on behalf 
of” assistance recipients, without forfeiting federal re- 
imbursement. This meant that the state could send a 
portion of an individual's grant to the physician or 
hospital which had provided care and still receive fed- 
eral aid, within the matchable maximum set for that 
assistance program. (Direct payment by the state to 
physicians, hospitals, etc., the “vendors of medical 
care,” is commonly known as “vendor payments for 
medical care.” 


23. Under these 1950 amendments, what methods 
could the state use to pay for indigent medical care 
and remain eligible for federal participation in the 
costs? 

The state could (1) continue sending the entire 
grant to the client, who would be expected to meet his 
own doctors’ and hospital bills; (2) pay the physician 
or hospital directly with a portion of the client’s grant; 
or (3) establish a “pooled fund” to pay medical costs 
for all clients of a given assistance program. 

24. What is the “pooled fund” system? 

In the pooled fund system, the state establishes a 
separate fund, to be used only for payment of medical 
costs for clients of a given assistance program. Into 
this fund, the state makes a set payment monthly for 
each person on the rolls of the program during that 
month; from the fund, medical costs can be met for 
any client of that program, without regard to the 
amount paid into the fund per person. The fund may 
be used for any type of medical costs, as the state de- 
cides, limited only by the size of the fund. 

For example, if a state allots $5 per month from the 
grant for each person on Old Age Assistance rolls and 
there are 5,000 OAA clients, $25,000 is paid into the 
fund monthly. From this fund, the state can pay medi- 
cal expenses for any OAA recipient without regard to 
the total amount paid into the fund from his grants; 
a recipient on the rolls only one month might receive 
care costing $200, while one on the rolls a year might 
need and receive care costing only $10. Thus, medical 
costs can be spread over the entire program and money 
can be expended as needed (within the limits of the 
fund) while federal reimbursement, on a 50-50 basis, 
remains proportional to the amount paid into the fund 
monthly. In addition, unexpended funds are carried 
forward from month to month. 


25. Prior to July, 1957, is the “pooled fund” separate 
from the basic public assistance program? 

No; it is merely a possible method of utilizing a 
portion of the individual's public assistance grant to 
spread the cost of medical care over the whole of a 
given program. 

26. Is the state required by the Social Security Act 
of 1935 or any subsequent amendments to confine its 
grants to those limits mentioned in the federal reim- 
bursement formulas? 

No; federal “maximums matchable” and “matching 


formulas” indicate only the degree to which the federal. 


government can reimburse the state for money ex- 
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pended for categorical assistance (whether in direct 
payments to the recipient or in payments made in his 
behalf for medical care). There is no limit placed on 
the funds the state itself may expend for clients of 
these programs. 


1956 Amendments—New Financing Method 
for Medical Care 
Legislative Basis 

27. What effect do the 1956 amendments to the So- 
cial Security Act have on medical care for the indigent? 

They establish a new method of financing medical 
care for clients of the four public assistance programs, 
distinct financially from the direct monetary assistance 
paid to the clients themselves. Each of the four public 
assistance programs is separately amended to allow 
the states to utilize this new method of financing to 
provide medical and “remedial” care for clients of that 
program, if the state so desires. The amendments, 
therefore, merely specify a new way of financing medi- 
cal care; they do not establish a separate and distinct 
program of medical care. 

28. What is the purpose of these amendments? 

As stated in the amendments themselves (Trt Le III, 
Sec. 300, Public Law 880, 84th Congress), “It is the 
purpose of this title (a) to promote the health of the 
nation by assisting States to extend and broaden their 
provisions for meeting the costs of medical care for 
persons eligible for public assistance by providing for 
separate matching of assistance expenditures for medi- 
cal care .. . “(Note: The term “medical care,” as used 
in the law, does not mean physicians’ care only. See 
question 45. ) 

29. When does this new method become effective? 

The new method goes into effect on July 1, 1957. 

30. What effect does this new method have on cur- 
rent methods of financing indigent medical care? 

When the new method goes into effect on July 1, 
1957, any vendor payment, to be eligible for federal 
reimbursement, must be made through this new sys- 
tem of financing. Public assistance, so far as federal 
participation is concerned, will be divided into two 
accounts: direct meney grants to recipients and vendor 
payments for medical care. 

31. May the states still continue such other methods 
as vendor payment to physicians and hospitals from the 
individual recipient's grant? 

Yes, but such payments will not be eligible for fed- 
eral participation. All public assistance monies, to be 
federally matched, must either be paid directly to the 
recipient or come under this new matching method. 


32. What does the new matching method provide 
financially? 

The new matching method provides that the federal 
government will reimburse the states for half the 
amount expended by the states for medical and “reme- 
dial” care, within the limits formulated in the amend- 
ments. 

33. What limits on federal reimbursement are set 
by these amendments? 








, 1957 


direct 
in his 
ed on 
nts of 


1e So- 
gent? 
-dical 
rams, 
tance 
ublic 
allow 
ng to 
F that 
ents, 
nedi- 
stinct 


E IIT, 
s the 
f the 
their 
> for 
g for 
redi- 
used 


See 


Hive? 
957. 


cur- 


y l, 
eral 
Sys- 
eral 
two 
dor 


ods 
the 


fed- 
be 
the 
od. 


idle 


ral 
the 
ne- 
nd- 


set 





Vol. 164, No. 7 


Federal participation applies only to an average 
monthly expenditure of $6 per adult client and $3 per 
dependent child. Thus, in calculating federal payment 
to the state, the federal share is half of any medical 
costs up to $6 (or $3) times the number of clients on 
the rolls during a given month. Any amount above 
this total expended on medical care in that month is 
not considered in determining the amount of federal 
aid. 

For example, a state with 200 clients in an approved 
OAA program during a given month could spend up 
to $1,200 (200 * $6) on medical costs and still have 
federal matching on a 50-50 basis; any costs over and 
above $1,200 would not be considered in calculating 
the federal share. With 200 clients, state expenses of 
$1.200 would mean a $600 federal share; $2,000 from 
the state would still obtain only $600 federal reim- 
bursement; $900 state expenditure would mean a $450 
federal share. 

The state may, however, establish or continue a 
pooled fund to equalize monthly fluctuations in medi- 
cal care expenditures. Monies paid into such a fund 
during a given month will be used (in calculating 
the federal reimbursement ) to determine medical costs 
rather than the actual vendor payments during that 
month. If a state’s monthly payment into its pooled 
fund was $6 each for 200 OAA clients, the federal 
share would stabilize accordingly at $600 per month. 
The rate of expenditure from the fund would not affect 
the federal reimbursement. (See also question 48.) 

34. Does the size of the state’s direct monetary grant 
to the recipient himself have any effect on these 
matching funds? 

No, the matching formula for medical care is com- 
pletely independent of the public assistance payments 
to individuals on assistance rolls, so far as federal re- 
imbursement is concerned. The only correlations are 
as follows: 1. In a given program, all those on the 
rolls of that program must also be eligible for the 
medical services provided. 2. The same agency is re- 
sponsible for the direct assistance and the medical 
care program. 


Administration 


35. Who establishes the medical care programs? 

Inauguration of such programs is entirely a state 
responsibility. The Bureau of Public Assistance has 
published a “Handbook” listing specifications which 
have to be met for federal participation; however, the 
state must itself decide to establish such a program, 
submit program plans, make the necessary appropria- 
tions and submit accounts to the Bureau of Public 
Assistance. The federal government itself has no au- 
thority to initiate or organize these programs. 

36. Who administers the programs? 

The state must perform or supervise all administra- 
tive functions and must establish its own regulations. 
Once the program has been approved, the federal gov- 
ernment requires only that one agency be responsible 
and report for all phases of a given public assistance 
program, and that separate accounts be presented for 
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each public assistance program, in order that federal 
participation can be determined in accordance with 
the enabling legislation. 

37. Who, therefore, determines what medical bene- 
fits are to be provided? 

The state, except as limited by the specifications and 
standards issued by the federal government to the 
states as a guide in application for federal reimburse- 
ment. 


Medical Benefits 


38. What medical care may be provided under this 
act, after July 1? 

This is a matter for the individual state to decide. 
The main limitation is that the same benefits, within 
the limits of available facilities, should be provided to 
all members of a covered program throughout the 
state. That is, a state could not provide hospitalization 
for OAA clients in one part of the state and not in 
another. 

39. Must payments be made in the same way 
throughout the state? 

No; fee schedules may be varied to suit local condi- 
tions or the state may use a prepayment plan in one 
section and di*2ct payment of physicians or hospitals 
in another section. Benefits to welfare clients must be 
uniform, but methods of payment need not be. 

40. Must the state set up medical care programs for 
all public assistance clients? 

No; since the amendments are appended to the indi- 
vidual public assistance programs, the state may use 
this new matching method for one program, for all 
four, or for any combination of the four. 

41. Can general assistance clients or the medically 
indigent be covered? 

No, if these terms are used in the sense defined in 
questions 3 and 11, since these types of indigents are 
not covered by the provisions of the Social Security 
Act. 

Norte: A person may have all the qualifications for 
coverage under a public assistance program (e. g., Old 
Age Assistance) except the necessary degree of indi- 
gency and, therefore, be ineligible for a direct money 
grant. However, in case of illness, he might become 
eligible for public assistance for medical care only, and 
thus would come under the provisions of the medical 
care programs as a public assistance recipient. 

42. Does a state have to use this method of financ- 
ing medical care for the indigent? 

No; a state may use whatever method it chooses. 
However, to obtain federal aid, a program must come 
under the provisions of this “6-and-3” method, as it is 
sometimes known. Any other method must be financed 
wholly from nonfederal sources, except inclusion of 
money payments for medical care in the direct grant 
to the client himself. 

43. Can a state make vendor payments from the in- 
dividual client’s basic grant? 

No; under the new amendments, all money grants 
in the basic public assistance program must be made 
directly to the client without restriction to be eligible 
for federal reimbursement. 
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44. What type of medical benefits may be provided 
under this act? 

The amendments specify that the federal govern- 
ment may reimburse the state for sums expended “in 
the form of medical or any other type of remedial care 
(including expenditures for insurance premiums for 
such care or the cost thereof ).” 

45. What does “medical care” include? 

The range and variety of medical services to be pro- 
vided is decided by the individual state for each pro- 
gram; it need not provide the same benefits in two 
different public assistance programs. The extent of 
services provided is usually governed by the funds 
available and the need. Among services which can be 
provided are physician’s care in home, office, or hospi- 
tal; hospital services; clinic or outpatient care; home 
nursing; convalescent and nursing home care; rehabili- 
tation; drugs, prescriptions, and prosthetic appliances. 
Some states have even provided limited dental serv- 
ices, when a dental condition was adversely affecting 
the patient’s health. 

46. What is meant by “remedial” care? 

“Remedial” care is used to indicate care by non- 
medical practitioners, such as Christian Science heal- 
ers, in such states as recognize these practitioners and 
include them in the state’s indigent care program. 

47. Must the state provide both physician and hos- 
pital services? 

The state decides which services are to be provided 
as part of the public assistance program, within the 
limits established in the “Handbook.” 


Changes Brought About by 1956 Amendments 


48. Have the new amendments affected the utility 
of “pooled fund” plans? 

Yes; after July 1, 1957, a “pooled fund” will be finan- 
cially advantageous only to states whose per-recipient 
medical expenditures average below $6 some months 
and above $6 in others (or $3 for dependent children ). 
These states will be able to obtain a somewhat larger 
federal reimbursement through a pooled fund arrange- 
ment than they would using the simple monthly ex- 
penditure method of calculating costs. (e. g., a state 
which averaged $5 one month and $7 the next would 
receive $2.50 and $3 in federal money by the simple 
calculation; a $6 pooled fund payment would obtain 
$3 each month. ) 

However, states whose per recipient costs always 
average less than $6 per month or more than $6 per 
month would not gain financially. The former would 
receive the full 50% of its costs each month without a 
pooled fund; the latter would receive the maximum 
federal share of $3 per month per adult under either 
method. 

49. May funds for medical care of clients of two 
programs be combined? 

No; separate accounts must be kept for each pro- 
gram covered, and federal participation is based on the 
individual program, rather than on all four. Thus, all 
monies allocated for OAA must be spent on OAA 
clients only. However, for administrative purposes, 
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federal regulations do not prohibit one agency’s ad- 
ministering funds for all four programs, so long as the 
accounts are kept separately. 

50. How would this apply in the case of insurance 
coverage (allowed by the law)? 

It would probably mean that separate policy ar- 
rangements would be made for each program covered, 
in order to ensure separate accounts of premiums paid 
and benefits received for clients within each covered 
public assistance program. 

51. What is the purpose of this regulation? 

Each public assistance program was established by 
the Social Security Act as a distinct entity, so that the 
federal government requires that all OAA funds, for 
example, be used for OAA clients. Therefore, any 
method which allowed OAA funds to be utilized in 
another public assistance program would be dis- 
approved. . 

52. What primary qualifications should a state plan 
have? 

According to present interpretation, the plan must 
provide equal benefits to all those covered within a 
specific program, throughout the state; all clients of 
that particular public assistance program should be 
covered; a single agency must be responsible for both 
direct money grants to the client and the medical care 
program; and the medical aspects of the program 
should be under medical] supervision. 

Aside from this, the federal government attempts 
to give the state as much leeway as possible in suiting 
its plan to local needs and facilities. 


Summary 


The Social Security Amendments of 1956 establish 
a new method of financing medical care for clients of 
the four public assistance programs. 

In this system, the federal government pays half 
the amount spent for medical care of public assistance 
recipients by a state within a quarter, up to a maximum 
of $6 per month per client average for adults and $3 
per month per client for children. Separate accounting 
is required for each public assistance program. 

The same benefits must be provided for all clients 
within a given state program, but the methods of 
payment and fee schedules may differ in locally ad- 
ministered plans within the state. Plans are established 
and administered or supervised by state agencies, but 
each state’s programs must meet the standards of the 
Bureau of Public Assistance of the Social Security 
Administration to be eligible for federal reimburse- 
ment. However, the bureau plans to leave its regula- 
tions flexible, so that the states may use the new 
matching method to improve their provision of medi- 
cal care for the indigent. 

The new matching method is effective July 1, 1957. 

Norte: The Bureau of Public Assistance will continue 
to formulate new regulations and make policy decisions 
concerning this matching method; further changes 
may be made. However, the preceding analysis is 
accurate insofar as essential information is available 
at present. 
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CONNECTICUT 

University News.—Dr. Stuart C. Finch, assistant pro- 
fessor of medicine at Yale University School of Medi- 
cine, New Haven, has received a grant of $5,000 from 
the Smith, Kline, and French Foundation to support 
his program aimed at expanding interest in hematology 
among students and physicians. 


Professor Hiscock Honored.—Prof. Ira V. Hiscock, 
Sc.D., chairman, department of public health, Yale 
University, New Haven, was presented the C. E. A. 
Winslow award at the annual meeting of the Con- 
necticut Public Health Association. Dr. Hiscock has 
served as president of the Associated Schools of Public 
Health, the National Health Council, and the Amer- 
ican Public Health Association. The award is named 
in honor of Dr. C. E. A. Winslow, health educator and 
bacteriologist who died Jan. 8. 


Personal.—Dr. John F. Fulton, Sterling Professor of 
the History of Medicine in the Yale University School 
of Medicine, will receive the honorary doctor of letters 
degree from Oxford University in England June 26 
for distinguished contributions to English letters. 
Among his best-known nonscientific works is his biog- 
raphy of Dr. Harvey Cushing. 


ILLINOIS 

Society News.—At the recent annual meeting of the 
Illinois State Medical Society in Chicago the following 
officers were elected: president, Dr. Lester S. Reavley, 
Sterling, succeeding Dr. F. Lee Stone, Chicago; 
president-elect, Dr. Raleigh Charles Oldfield, River 
Forest; first vice-president, Dr. Paul A. Dailey, Car- 
rollton; second vice-president, Dr. Patrick McNulty, 
Chicago; and secretary-treasurer, Dr. Harold M. 
Camp, Monmouth. 


Chicago 

Society News.—At the recent meeting of the Chicago 
Laryngological and Otological Society the following 
officers were elected for the year 1957-1958: president, 
Dr. Stanton A. Friedberg; vice-president, Dr. Maurice 
Snitman; and secretary-treasurer, Dr. Fletcher Austin. 


Personal.—Dr. Hyman J. Zimmerman has been ap- 
pointed chairman, department of medicine at the Chi- 
cago Medical School and director of medical educa- 
tion and the department of medicine at Mount Sinai 
Hospital. He takes over the position vacated by 
Harry J. Isaacs, who has headed the division of in- 
ternal medicine since 1932. 


Dr. Steinbach Comes to Chicago.—H. Burr Steinbach, 
Ph.D., professor of zoology, University of Minnesota, 
has been appointed chairman, department of zoology, 
University of Chicago. Dr. Steinbach will assume his 
position July 1, succeeding the late Dr. Carl R. Moore. 
A consultant to the National Science Foundation, Dr. 
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Steinbach: also is president-elect of the American So- 
ciety of Zoologists and past-president of the Society 
of General Physiologists. He was a Guggenheim Fel- 
low in 1955-56. 

Asthma Research Grant.—Northwestern University 
Medical School has received a $5,000 grant from the 
Asthmatic Children’s Aid of Chicago to support stud- 
ies of asthma and other allergies. Research will be 
carried on in the Northwestern allergy research lab- 
oratory by Dr. Samuel Feinberg, Dr. Alan R. Fein- 
berg, and Jacob J. Pruzansky, Ph.D. The Asthmatic 
Children’s Aid was organized to assist asthmatic chil- 
dren in Chicago. The 1,500-member group of women 
now also supports research and clinical programs. 


Dr. Philip Thorek Wins Film Prize.—Dr. Philip Thorek 
was awarded the first prize for the best foreign 
medico-surgical motion picture entered in the sixth 
annual contest sponsored by La Presse Medicale, of 
Paris. The top award went for his color film, “Atresia 
of the Esophagus with Tracheo-esophageal Fistula.” 
The films were shown in the new Faculte’ de Medecine 
of Paris. Dr. Thorek is professor of surgery at the 
Cook County Graduate School of Medicine and asso- 
ciate professor of clinical surgery at the University of 
Illinois College of Medicine. 


Tuberculosis in Chicago.—A recent release from the 
Chicago Medical Society states that the Municipal 
Tuberculosis Sanitarium is the major agency respon- 
sible for the care and control of tuberculosis in Chi- 
cago. It provides for (1) treatment at three hospitals 
(capacity of 1,450 beds) and six neighborhood clinics, 
(2) case finding, and (3) research on treatment tech- 
niques. About 5,500 new cases were reported in Chi- 
cago in 1956 and about 560 Chicagoans died last year 
of tuberculosis. There are about 30,000 known active 
and inactive cases requiring supervision and/or treat- 
ment at present (about 10,000 active cases, with 2,500 
of these in hospitals). About 7,500 known active cases 
are living at home with 5,000 under clinic care of the 
sanitarium and 2,500 under the care of private phy- 
sicians or other agencies. There are an estimated 5,000 
unknown active and inactive cases in Chicago. 


MAINE 

State Association Meets in Rockland.—The 104th an- 
nual session of the Maine Medical Association will be 
held June 23-25 at the Samoset Hotel, Rockland. A 
special program, “Mass Casualty Care,” to be featured 
June 24, will include topics on casualty estimation 


and the influence on life, necessary modifications of. 


medical standards, and psychological impact of atomic 
weapons. The scientific program will include an all- 
day session to be conducted by General Silas B. Hays, 
Surgeon General of the Army, and an Atomic Casualty 
Research Center Group of the Walter Reed Army 
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Graduate Medical School. For information write Dr. 
Daniel F. Hanley, Executive Director, Maine Medical 
Association, Dudley Coe Infirmary, Brunswick, Maine. 


MASSACHUSETTS 

Dedicate Hospital Wing.—The formal dedication of 
the new five-story wing of the Beverly Hospital, 
named in honor of its veteran chief of staff, Dr. Peer 
Prescott Johnson, was held recently in conjunction 
with the National Hospital Day observance. Cost of 
the wing was 2.5 million dollars. Henry Cabot Lodge, 
chief, U. S. Mission to the United Nations, was the 
principal speaker. On May 11, the annual Hospital 
Alumni Day featured a scientific session and the pres- 
entation of the eighth annual Peer P. Johnson Lecture, 
“Horizons in Surgery,” by Dr. Robert E. Gross, Ladd 
professor of children’s surgery, Harvard Medical 
School. 


MICHIGAN 

Conference on Aging.—The division of gerontology, 
University of Michigan, Ann Arbor, will present its 
10th anniversary conference on aging June 24-26. The 
program includes roundtable discussions, workshops 
on retirement conditioning, and symposiums on vari- 
ous aging problems. Films, a conference luncheon, 
and an anniversary dinner are featured. Fee is $7.50. 
For information write Extension Service, University 
of Michigan, 4501 Administration Building, Ann Ar- 
bor, Michigan. 


MINNESOTA 


Professor Bittner Honored.—Prof. John J. Bittner, 
Ph.D., director, University of Minnesota’s division of 
cancer biology, will receive the honorary degree of 
doctor of medicine and surgery from the University 
of Perugia, Italy, July 28 for his achievements in 
cancer research. The presentation will be made at the 
second international symposium on mammary cancer. 
Prof. Bittner will also lecture at the University of 
Milan, Italy, July 9, and at the Kantonspital in Zurich, 
Switzerland, July 1. From July 13 to 16, he will meet 
with members of the medical school staff at Innsbruck, 
Austria, and then lecture at the fourth congress of the 
International Association of Gerontology at Merano 
and Venice, Italy, July 17-21. 


Personal.—Dr. Jerome T. Syverton, head, department 
of bacteriology and immunology, University of Minne- 
sota School of Medicine, Minneapolis, has been ap- 
pointed a member of the National Advisory Allergy 
and Infectious Diseases Council, Washington, D. C. 
——Dr. Owen H. Wangensteen, chairman, depart- 
ment of surgery, University of Minnesota Medical 
School, Minneapolis, recently served as visiting pro- 
fessor of surgery at the State University of New York 
College of Medicine, Brooklyn. During his stay at the 
college, Dr. Wangensteen delivered the Alpha Omega 
Alpha lecture on “Bowel Obstruction,” and at a joint 
meeting of the Brooklyn Surgical Society and the col- 
lege’s department of surgery he spoke on “Extended 
Operation for Alimentary Tract Cancer.” 
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MISSOURI 


Personal.—Dr. Carl V. Moore, Busch Professor of Med. 
icine, Washington University School of Medicine, § 
Louis, was physician-in-chief pro tempore March 3]. 
April 6 at the Peter Bent Brigham Hospital, Bostoy 
and on April 5 gave the E. Stanley Emery Jr. memoria! 
lecture on “Iron Metabolism and the Pathogenesis of 
Iron Deficiency Anemias.” 


Society News.—The St. Louis chapter of the Arthritis 
and Rheumatism Foundation has opened new offices 
on the 13th floor of Firmin Desloge Hospital, 1325 § 
Grand, with Dr. Otakar Machek, instructor in ortho. 
pedic surgery, St. Louis University School of Medi- 
cine, as medical director. The objectives of the foun- 
dation are to furnish services unavailable to the ar. 
thritic and rheumatic patient in St. Louis clinics, to 
promote research and fellowships, and to create ; 
better public understanding of arthritis and _ rhev. 
matism. The clinics working with the foundation are 
those of St. Louis City Hospital, Firmin Desloge Hos. 
pital, Jewish Hospital, St. Luke’s Hospital, and Wash- 
ington University. 


NEW MEXICO 


State Medical Election.—At the recent annual meet- 
ing of the New Mexico Medical Society the following 
officers were elected: Dr. Samuel R. Ziegler, Espanola 
president; Dr. James C. Sedgwick, Las Cruces, presi- 
dent-elect; Dr. Lewis M. Overton, Albuquerque, vice- 
president; and Dr. Omar Legant, Albuquerque, Secre- 
tary-treasurer. 


NEW YORK 


New York City 

Dr. Entner Honored.—Nathan Entner, Ph.D., assistant 
professor of preventive medicine, New York Univer- 
sity—Bellevue Medical Center, has received the Lalor 
Foundation award to study the genetic relationships 
of permease systems of Kreb cycle intermediates in 
Salmonella at the Cold Spring Harbor Laboratory o! 
the Long Island Biological Association. The award, 
established in 1935 by members of the Lalor family. 
is made to aid and promote research and education in 
the biological! sciences. 


Name College Chief Executive.—The board of trustees 
of New York Medical College, Flower and Fifth 
Avenue Hospitals, recently announced the appoint: 
ment of Dr. Ralph E. Snyder as chief executive 
officer of the college and hospital to succeed the presi- 
dent, Dr. J. A. W. Hetrick, who will retire. Dr. Het- 
rick, who served the institution for more than 40 years, 
has been president since 1942 and will continue as 
consultant to the board of trustees. Dr. Snyder was 
appointed dean in 1953 and will continue in. this 
position. He is a member of the Mayor's Advisory 
Committee for the Aged and a member of the Sub- 
committee for Postgraduate Education in relation to 
the cancer education program of the New York Cit) 
Cancer Committee. His appointment becomes effec: 
tive July 1. 
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PENNSYLVANIA 


Philadelphia 

Personal.—Dr. Charles H. Miner, Wilkes-Barre, one of 
the founders of the National Tuberculosis Association 
and of the Pennsylvania Tuberculosis and Health So- 
ciety, was honored by the Wyoming Valley ( Pa.) 
Tuberculosis and Health Society at its golden jubilee 
dinner “in appreciation of 50 years of service.” 


Dr. Roche Receives Award.—At the annual meeting of 
the American Psychiatric Association, Philip Q. Roche, 
assistant professor of psychiatry, University of Penn- 
svivania School of Medicine, Philadelphia, received 
the $1,000 Isaac Ray Lectureship award, given an- 
nually to a lawyer or psychiatrist for his contributions 
to better understanding between the two professions. 
Dr. Roche, who was at one time chairman of a joint 
commission for the Philadelphia County Medical So- 
ciety and the Philadelphia Bar Association, was largely 
responsible for the “Pennsylvania Plan for Intramural 
Training in Penal Psychiatry,” which, with the support 
of the Commonwealth Fund, provided fellowships for 
training physicians in penal psychiatry at the Eastern 
State Penitentiary in Pennsylvania. 


WEST VIRGINIA 

Society News.—The third Harold Miller Memorial Day 
will be observed by the Preston County Medical So- 
ciety June 20 at the Country Club near Kingwood. 
There will be golf and skeet tournaments in the after- 
noon, and the guest speaker at the banquet that 
evening will be Dr. Frank H. Netter, of East Nor- 
wich, N. Y. 


Personal.—Dr. Norton H. Bare, superintendent, West 
Virginia Training School for mentally retarded chil- 
dren at St. Marys, has been named by Governor Cecil 
\l. Underwood as superintendent, Huntington State 
Hospital, succeeding Dr. Hiram W. Davis, who re- 
signed recently to accept appointment as commissioner 
of mental health in Virginia. Dr. Roy Edwards, Hunt- 
ington psychiatrist, has been serving as acting super- 
intendent at the Huntington institution. Dr. Leopoldo 
Hernandez, a member of the medical staff at Weston 
State Hospital, is serving as acting superintendent of 
the St. Marys institution.——Dr. Charles A. Hoffman, 
Huntington, has been named _ president-elect of the 
Mid-Atlantic Section of the American Urological 
Association to succeed Dr. Robert C. Bunts, assistant 
professor of clinical urology, Medical College of 
Virginia, Richmond, who will serve as president dur- 
ing the ensuing year.——Dr. John A. B. Holt, of 
Charleston, was honored recently by being named the 
recipient of the West Virginia Institute of Tech- 
nology’s “Alumnus of the Year” award. The eye, ear, 
nose, and throat specialist received the award recently 
at the Alumni Association’s annual banquet. The 
award is bestowed annually. Dr. Holt completed his 
premedical training at the college in 1933, when the 
institution was known as New River State College. 
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Hospitals Built with Hill-Burton Aid.—Since 1947, the 
West Virginia State Health Department through the 
Bureau of Hospitals and Medical Care has developed 
a comprehensive program of new medical care facili- 
ties. Optimum use of existing institutions has been 
attained and construction of new facilities in some 
areas of dire need has been accomplished. The state 
director of health, Dr. Newman H. Dyer, Charleston, 
writes that the construction of new general hospital 
facilities in West Virginia can be largely attributed to 
the Hill—Burton Construction Act. When congress 
amended this act, in 1954, to include diagnostic or 
treatment centers, rehabilitation facilities, chronic dis- 
ease hospitals, and nursing homes, West Virginia 
conducted a survey to determine the number, the 
locations, and the services available in facilities in 
each category. A state plan was then prepared for the 
construction of facilities in areas which were less ade- 
quately served in any one, or all types of facilities. 
The distribution of and need for additional facilities 
were determined on an area basis and each area was 
assigned a priority rating according to its relative need. 





The Cabell—Huntington Health Center, located in Huntington 
is one of the three health centers constructed to date in the 
state with the assistance of the Hill—Burton program. Thess 
centers are designed to furnish a comprehensive public health 
program for their respective areas. 


There was in 1947 a total of 21,993 hospital beds of 
all classes required to meet the needs of the people of 
the state, but there were then only 7,893 acceptable 
beds and 2,979 nonacceptable beds in existence. The 
nonacceptable beds were primarily those which failed 
to meet the standards of the State Fire Marshal. This 
left a total of 14,100 beds required to fulfill adequate 
hospitalization. 

During the 10 years up to 1957, West Virginia's 
population increased to the point where 3,648 addi- 
tional beds were required, bringing the total required 
beds to 25,641. To date the number of beds available 
has been increased 4,985, making a total of 12,878 
acceptable beds in existence. While the number of 
nonacceptable beds has been reduced to 1,027 by 
improving the standards, meeting fire marshal and 
state licensing regulations, and by some elimination 
through new construction. This progress leaves an 
unfulfilled requirement of 12,763 beds. 

Hill-Burton construction has been responsible for 
an addition of 2,797 beds in the following classifica- 
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tions: general hospital beds, 1,706; mental hospital 
beds, 550; chronic disease beds, 297; tuberculosis beds, 
195; rehabilitation beds, 49. 

The average cost per bed for this construction was 
$18,760.76, of which the federal government furnished 
$10,160.40 per bed, and the applicants $8,600.36 per 
bed. Dr. Dyer writes: “these figures make it evident 





Weirton General Hospital is operated by the City of Weirton. 
This 175 bed, 28 bassinet hospital, financed in part by the 
Hill—Burton Construction Act, was opened in September, 1953. 
The Weirton Steel Company has a complete industrial clinic 
in the hospital, which cares for minor injuries and periodical 
physical examinations for its 14,000 employees. 


that the federal government has assumed the increase 
in cost for hospital construction which has developed 
in the past two decades and made it possible for com- 
munities to build hospitals at the same cost they would 
have had to meet 20 years ago.” 

Hill-Burton Projects from the beginning of the pro- 
gram have included: 


Charleston Memorial Hospital, Charleston 

Webster County Memorial Hospital, Webster Springs 

Nurses’ Home and Renovations, Herbert J. Thomas Memorial 
Hospital, South Charleston 

Huntington State Hospital Ward Building, Huntington 

Hopemont Sanitarium Hospital Unit, Hopemont 

Denmar Sanitarium Addition, Denmar 

Spencer State Hospital Clinic, Spencer 

Weston State Hospital Addition, Weston 

Lakin State Hospital Medical Center Building, Lakin 

Huntington State Hospital Administration Building, Huntington 

Lakin State Hospital Dormitory, Lakin 

Fairmont General Hospital Addition, Fairmont 

Weirton General Hospital, Weirton 

Denmar Sanitarium Doctors’ and Nurses’ Residences, Denmar 

Lakin State Hospital Boiler Plant, Lakin 

Sacred Heart Hospital, Richwood 

Broaddus Hospital, Philippi 
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Wetzel County Hospital Addition, New Martinsville 

St. Joseph’s Hospital Nurses Home and Training School, Par- 
kersburg 

Preston Memorial Hospital, Kingwood 

State Hygienic Laboratory, South Charleston 

Ohio Valley General Hospital Addition, Wheeling 

Cabell—Huntington Health Center, Huntington 

Camden-—Clark Memorial Hospital Addition, Parkersburg 





Sacred Heart Hospital opened in Richwood in August, 1953, 
was sponsored by the Sisters of the Pallotine Missionary Society 
and assisted by the Hill—Burton Construction Act to the extent 
of 62.29% of construction costs. This 60 bed, 20 bassinet 
facility, which replaced an obsolete 36 bed hospital which had 
served this area for 38 years, has been constructed so that it 
may be expanded to 120 beds. 


Marshall County Health Center, Moundsville 

Ohio County TB Sanitarium Nurses’ Home, Triadelphia 

Monongalia General Hospital Chronic Disease Unit, Morgan- 
town 

Cabell—Huntington General Hospital Equipment, Huntington 

Ohio County Health Center, Wheeling 

Elizabeth Coplin Leonard Memorial Hospital Addition, Buck- 
hannon 

Charleston General 
School, Charleston 

Huntington Orthopedic Hospital Addition, Huntington 

West Virginia University Medical School Hospital, Morgantown 

Calhoun County General Hospital, Grantsville 

Grant County General Hospital, Petersburg 

Cabell—Huntington Hospital Elevator Installation, Huntington 

Hampshire County Memorial Hospital, Romney 

Mason County Hospital, Point Pleasant 


Hospital Nurses’ Home and_ Training 


Other than the facilities listed, four nurses’ homes, 
the West Virginia State Hygienic Laboratory, three 
county health centers in Cabell, Marshall, and Ohio 
counties, and the West Virginia University Medical 
Center, have profited from the Hill-Burton Program. 

The federal government has made available in the 
past 10 years, a total of $17,162,678.60, and _ local 
groups have provided $30,641,550.24. 
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Preston Memorial Hospital, Kingwood. This 76 bed, 32 bassinet noatel serves a rural area of approximately 35,000 people. The 


hospital started admitting patients in July, 1955, and was formally dedicated Sept. 24, 1955. 
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WISCONSIN 

Personal.—Dr. Andrew L. Banyai, Wauwatosa, recent- 
i, received the Carlo Forlanini Gold Medal from the 
Italian Federation Against Tuberculosis in recognition 
of research done in the field of tuberculosis. The 
award was presented by the International College of 
Chest Physicians. 


{ppoint Professor of Pediatrics.—Dr. Nathan J. Smith, 
associate professor of pediatrics, University of Cali- 
fornia, Los Angeles, has been made chairman, depart- 
ment of pediatrics, University of Wisconsin Medical 
School, Madison, pediatrician-in-chief of University 
Hospitals, and the university's first Dr. Alfred D. 
Daniels professor on diseases of children. The Uni- 
versity Board of Regents has formally established the 
department of pediatrics in the Medical School. Dr. 
Smith served in the department of pathology and 
hematology at Children’s Medical Center, Boston, for 
two years before going to the University of Paris, 
France, as a Fulbright scholar in 1950. He has been 
at the University of California since 1954. 

The Dr. Alfred D. Daniels professorship was set up 
last vear by Joseph S. Daniels, Rhinelander, in mem- 
ory of his father who practiced medicine for many 
vears in Rhinelander. 


GENERAL 

Establish Pan American Cancer Cytology Society.—At 
the first Pan American cancer cytology congress held 
recently, a permanent organization, the Pan American 
Cancer Cytology Society, was organized. Dr. J. E. 
Ayre is president, and Dr. William Terzano is secre- 
tary of the organizing committee, which includes 
Alberto Guzman (Chile), Julietta Laguna (Mexico), 
Jorge Campos (Peru), and N. Puente Duany (Cuba). 
Membership includes honorary members, cytologist 
members, members (gynecologists, obstetricians, 
pathologists, biochemists, biologists, and others having 
an interest in the field of cancer cytology), and asso- 
ciate members (technical workers in the field). For 
information, write Dr. William Terzano, Secretary, 
Pan American Cancer Cytology Society, University 
of Buenos Aires, Buenos Aires, Argentina. 


Announce Awards in Obstetrics and Gynecology.— 
The division of obstetrics and gynecology of the 
United States Section, International College of Sur- 
geons, announced that two awards will be made for 
the best manuscripts not exceeding 5,000 words sub- 
mitted by December 1. The first prize will be $500 
and the second $300. Contestants must hold the de- 
gree of doctor of medicine from an accredited college 
of medicine, and be (1) interns, residents, or graduate 
students in obstetrics and gynecology, or (2) teachers 
of obstetrics and gynecology. Fellows of the college 
are not eligible. 

The two successful candidates will be asked to 
participate in the scientific program of the division of 
obstetrics and gynecology at the 1958 annual congress 
of the United States and Canadian section, Interna- 
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tional College of Surgeons. For information write D1 
Harvey A. Gollin, Secretary, Committee on Prizes, 55 
E. Washington St., Chicago 2. 


Southern Medical Association Golden Anniversary. 

The Southern Medical Association recently celebrated 
its golden anniversary at its birthplace, Chattanooga, 
Tenn. The anniversary program, presented at the Read 
House, included the principal address by Dr. Robert 
L. Sanders, Memphis, and speeches by seven physi 
cians who attended the organizational meeting of the 
association. Dr. Dwight H. Murray, Napa, Calif., 
president of the American Medical Association, repre 
sented the A. M. A. at the meeting. 

To meet its needs for a specialized physical plant, 
the Association is planning a headquarters building to 
provide offices and other facilities. Cost of the project 
is estimated at $175,000, of which $50,000 has been 
paid for the purchase of land. The new building, a 
split-level structure, will contain 6,854 square feet of 
floor space and will be situated on Highland Avenue in 
Birmingham, Ala., near the Medical Center. 


Dr. Paul Russell Awarded Medal.—Dr. Paul F. Russell. 
of the Rockefeller Foundation, was recently awarded 
the Darling Foundation Medal and a prize of 1,000 
Swiss francs “for outstanding achievements in the 
control of malaria.” The award was made in a plenary 
session of the World Health Assembly by its president, 
Dr. Sabih Hassan Al-Wahbi, of Iraq. Dr. S. T. Darling, 
for whom the award is named, was killed by accident 
in 1925 during a study mission of the League of Na- 
tions Malaria Commission. Dr. Russell was appointed 
to the World Health Organization in 1954 and worked 
at the organization’s headquarters in Geneva, and in 
a number of countries in Asia and the Eastern Medi- 
terranean. He did pioneer work in developing the 
technique of insecticide spraying on the interior walls 
of houses as a means of interrupting malaria trans- 
mission. 


Surgeons Meet in New Hampshire.—The eastern 
division of the United States Section, International 
College of Surgeons, will hold its annual regional 
meeting, July 1-6, at the Balsams, Dixville Notch, N. H. 
Dr. Robert E. Gross, Ladd professor of children’s 
surgery, Harvard Medical School, Boston, will present 
the Edwin and Hanna Speidel Lecture July 5 on 
“Some Aspects of Cardiovascular Surgery,” and _ will 
receive the Speidel award at dinner that evening. The 
program includes the following topics and speakers: 
Arteriovenous Aneurysm of the Kidney, Dr. Hamilton Fontoura, 
Rio de Janeiro, and Dr. Howard A. Hoffman, New Bedford, 
Mass. 
Management of Polyps of the Large Bowel, Dr. Curtice Rosser, 
president, U. S. Section, Dallas. 
Arterialization of the Left Ventricle by Aortico-Iliac Homo Graft 
Implantation, Dr. Arthur M. Vineberg, Montreal, and Dr. L. 
Duchense, Edinburgh and London. 


There also will be symposiums, panel discussions, 
color motion picture films, and talks on hospital 
architecture and medical economics. For information 
write Dr. M. Leopold Brodny, 636 Beacon Street, 
Boston 15, Mass. 
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Council of Learned Societies.—The American Council 
of Learned Societies recently received from the Ford 
Foundation 2.6 million dollars to be used for fellow- 
ships, special projects in scholarship and education, 
and administrative expenses, and from the Carnegie 
Corporation $500,000, half of which is to provide 
fellowships for individual scholars and half of which 
is for the general support of the council. Both grants 
cover a five-year period. The council has projected 
an extensive plan for both fellowships and grants-in- 
aid ranging in amounts from $1,000 to $10,000 per 
year and anticipates that significant assistance may be 
given to aproximately 100 scholars a year. Provision 
is made also for holding national and international 
conferences on disciplinary or interdisciplinary sub- 
jects and for sending American representatives to 
international meetings of learned societies. The coun- 
cil, which is composed of 26 research organizations in 
the fields of humane learning and the social human- 
ities, has as its primary purpose the coordination and 
advancement of scholarship and the enrichment 
of the teaching of the humanities and the social 
humanities. 


Medical Seminar-Cruise to Hawaii.-The School of 
Medicine of the University of California at Los An- 
geles will present a postgraduate medical seminar- 
cruise to the Hawaiian Islands, leaving Aug. 28 and 
returning Sept. 9. Participants will fly from Los An- 
geles or San Francisco to Honolulu and will stay at 
the Royal Hawaiian Hotel. They will return on the 
Matson Liner, the Lurline, sailing on Sept. 4, and 
arriving in San Francisco Sept. 9. Classes will be held 
at the Royal Hawaiian Hotel and also on the Lurline 
during the return voyage. The program will constitute 
25 hours of acceptable category I postgraduate re- 
quirements of the American Academy of General 
Practice. The faculty will include Drs. John M. 
Adams, chairman, department of pediatrics; Wiley F. 
Barker, assistant professor of surgery; Norman Q. 
Brill, chairman, department of psychiatry; John S. 
Lawrence, chairman, department of medicine; Paul 
LeVan, assistant clinical professor of medicine (der- 
matology) and assistant dean of the School of Medi- 
cine; Stafford L. Warren, professor of biophysics and 
Dean of the School of Medicine. For information 
write Dr. Thomas H. Sternberg, Office of Medical Ex- 
tension, University of California Medical Center, 
Los Angeles 24. 


Steroid Biochemistry Training Program.—Applications 
are being accepted for the second course in the train- 
ing program for steroid biochemistry to start Oct. 1. 
The program is conducted through the cooperative 
effort of the Worcester Foundation for Experimental 
Biology, with the department of chemistry, Clark 
University, Worcester, Mass., and the department of 
biochemistry, College of Medicine, University of Utah, 
Salt Lake City. The program is sponsored by the 
National Cancer Institute of the National Institutes 
of Health, U.S. Public Health Service, to provide 
specialized training in steroid investigation. Two 
groups of candidates will be selected and will receive 
stipends during the period of training. Postdoctoral 





‘Utah, or to Frank Ungar, Ph.D., Department of Chen. 
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candidates having an M.D. or Ph.D. degree wij 
receive $5,000 for one year starting Oct. 1. The traiy. 
ing will consist of laboratory and lectures covering 
theoretical and practical aspects of steroid researc) 
and an opportunity to engage in a research probley 
under an established investigator. Candidates having , 
B.S., M.S. or equivalent degrees will receive $1,5() 
for a six-month training period, Oct. 1-March, 195% 
The closing date for applications will be Aug. 15 
Requests for applications should be made to D; 
Kristen Eik-Nes, Department of Biochemistry, (ol. 
lege of Medicine. University of Utah, Salt Lake City. 


istry, Clark University, Worcester, Mass. 


Report on Research in Medical Schools.—The Na. 
tional Science Foundation recently released a report 
of a survey of expenditures for research in medical 
schools for 1953-1954. Of the 80 medical schools then 
in existence (74 four-year schools and 6 two-year 
schools), 74 were covered in this survey. They spent 
66.3 million dollars for research. Research facult 
members (full-time equivalent) totaled 3.167. Sepa. 
rately budgeted research—research suported by the 
federal government, industry, private foundations, 
etc.—accounted for 45.3 million dollars; departmental 
research expenditures and contributions of medica 
schools to indirect costs, for the rest. The federal 
government provided slightly over half of the funds 
for supported research—22.8 million dollars, a three. 
fold increase since 1948. The Department of Health, 
Education, and Welfare accounted for 62% of these 
funds and the Department of Defense for 27%. Non- 
federal support totaled 22.6 million dollars, 2.5 times 
the support available in 1948. Private foundations, in- 























cluding voluntary health agencies, were the largest I 
single nonfederal source, financing 51% of the total- IB .}.,, 
11.6 million dollars. Medical schools in 1953-19 3 (,; 
conducted almost 70% of the total separately budg- J pay 
eted university research in the life sciences—45.3 mil- 
lion dollars of a 66.6 million dollar total. The medical i Cor 
schools devoted 61% of their research funds to clinical i S"¢: 
sciences, 39% to the preclinical and biological sci- will 
ences. Basic research accounted for 70% of the jy »at 
medical-school research expenditures. “~ 
Society News.—At the annual meeting of the American i sing 
Association of Pathologists and Bacteriologists the J sion 
following officers were elected: president, Dr. Sidney J Me: 
Farber, Boston; vice-president, Dr. Alan R. Moritz, spec 
Cleveland; secretary, Dr. Russell L. Holman, New Mj Dar 
Orleans; treasurer, Brig. Gen. Elbert DeCoursey, Sat Lou 
Antonio; members of council, Dr. Daniel M. Angevine, im Vai 
Madison, Wis., and Col. James E. Ash, Washington. fi hurs 
D. C.——Effective April 29 the new address of the fMjand 
American College of Obstetricians and Gynecologists IM )ly 
will be 15 S. Clark St., Chicago 3, Ill. The telephone ij J 
number remains FRanklin 2-3124.——At its annual gm. ( 
meeting the South Atlantic Association of Obstetrician 2nd 
and Gynecologists elected the following officers: pres J !taly 
dent, Dr. Manly E. Hutchinson, Columbia, S. C.; vice psa 
president, Dr. C. Hampton Mauzy Jr., Winston-Salem. 2d 
N. C.; president-elect, Dr. Charles J. Collins, Orlando - 
ire} 


Fla.; secretary-treasurer, Dr. W. Norman Thornton Jt. 
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Charlottesville, Va.; assistant secretary-treasurer, Dr. 
tawrence L. Hester Jr., Charleston, S. C. The next 
meeting of the association will be at the Hollywood 
Beach Hotel, Hollywood, Fla., Feb. 1-5, 1958.——The 
following officers were elected at the recent meeting of 
the Aero Medical Association: Capt. Ashton Graybiel, 
U.S. Navy, president; Brig. Gen. M. S. White, USAF 
\IC), Washington, D. C., president-elect; Dr. Lud- 
wig G. Lederer, medical director of Capital Airlines, 
Washington, D. C., first vice-president; and Group 
Captain Brock R. Brown, RCAF, Ottawa, Canada; Dr. 
R. Grandpierre, Paris, France; Col. Pelagio G. Poten- 
ciano, Philippine Air Force, Manila, P. I.; and Col. 
john P. Stapp, USAF (MC), chief, Aero Medical Field 
Laboratory, Holloman Air Force Base, N. M., vice- 
presidents. 


FOREIGN 

Cytology Symposium in Brussels.—A symposium on 

applied exfoliative cytology, sponsored by the Com- 

mittee on Cancer Control of the International Union 

Against Cancer, will be held July 11-13 at the 

Auditorium of the Federation of Colonial Societies, 

Brussels, Belgium. Honorary chairman is George N. 

Papanicolaou, professor of anatomy, Cornell Univer- 

sity Medical College, New York City. The following 

discussions and moderators are scheduled: 

Radiation changes in carcinoma of the cervix as revealed by 
cytology and their role in determining progress, Dr. Stanley 
Way, Queen Elizabeth Hospital, Gateshead, England. 

Use of other techniques in cytology, Dr. H. Runge, Universitats 
Frauenklinik, Heidelberg, Germany. 

Carcinoma-situ of the uterine cervix, Dr. Herwig Hamperl, In- 
stitutes der Universitat, Bonn, Germany. 

Applicability of pulmonary cytology, Heinz Grunze, Free Uni- 
versity, Berlin West, Germany. 

Informal demonstration clinics of case material are 
also planned. For information write the Secretary, 
Union Internationale Contre le Cancer, 25 rue d’Ulm, 
Paris 5, France. 


Congress on Gerontology in Italy.—The fourth con- 
gress of the International Association of Gerontology 
will be held in Merano, Italy, July 14-19, and an inter- 
national symposium on medical-social aspects of senile 
nervous diseases will be held in Venice, Italy, July 
20-21. The congress and the symposium constitute a 
single integrated program. On July 15 a plenary ses- 
sion will be held on “Biological and Sociological 
Meaning of Ageing” and will be examined by six 
speakers: Prof. J. J. Groen, Amsterdam; Prof. J. 
Danielli, London; Prof. E. V. Cowdry, Ph.D., St. 
Louis; Prof. H. Lossen, Mainz, Germany; Dr. J. 
Warter, Strassbourg, France; and Prof. R. J. Havig- 
hurst, Ph.D., Chicago. Clinical and biological sessions 
and sessions on social sciences will be held separately 
July 15-18, with a joint clinical and biological session 
on July 19. Speakers at the joint session include Dr. 
E. G. L. Bywaters, Taplow, England, “Rheumatism 
and Arthritis in Old Age,” and Prof. M. Messini, Rome, 
Italy, “Hydroclimatology.” At the symposium in Venice 
speakers from South America, Italy, Sweden, England, 
and the United States will discuss senility. For in- 
formation write Viale Morgagni, Secretariate, 85 
Firenze, Italy. 
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CORRECTION 

T. G. Baffes.—_In the abstract entitled “Experiences in 
Closed Surgical Correction of Interatrial Septal De- 
fects,” which appeared in THe JournNAL, May 25, page 
492, the author's name should have read “T. G. Baffes” 
instead of “A. S. Traisman and H. S. Traisman.” 





EXAMINATIONS 
AND LICENSURE 








AMERICAN BOARD OF ANESTHESIOLOGY: Part I. Various locations, 
July 19. Final date for filing application was Jan. 19. American 
Board of Anesthesiology. Oral. Washington, Oct. 28-Nov. 1. 
Sec., Dr. Curtiss B. Hickcox, 80 Seymour St., Hartford 15. 

AMERICAN Boarp OF DERMATOLOGY: Written. Several cities, 
June 27. Oral. Baltimore, Oct. 11-13. Final date for filing 
application was April 1. Sec., Dr. Beatrice Maher Kesten, One 
Haven Ave., New York 32. 

AMERICAN BOARD OF INTERNAL MEDICINE: Written. Oct. 21. 
Oral. Los Angeles, Sept. 11-14. Final date for filing applica- 
tions was Feb. 1. Exec. Sec., Dr. W. A. Werrel!, 1 West 
Main St., Madison 3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Examination 
given twice annually, in the spring and fall. In order to be 
eligible a candidate must have his application filed at least six 
months before the examination time. Sec., Dr. Leonard T. Fur- 
low, Washington University School of Medicine, St. Louis 10. 

AMERICAN Boarp OF OBSTETRICS AND GYNECOLOGY: Applica- 
tions for certification, new and reopened, for the 1958 Part |! 
examinations are now being accepted. Deadline for receipt 
of applications is September 1. Sec., Dr. Robert L. Faulkner, 
2105 Adelbert Road, Cleveland 6, Ohio. 

AMERICAN Boarp OF OPHTHALMOLOGY: Oral. Chicago, Oct. 
7-11. Written. January 1958. Final date for filing application 
is July 1. Sec., Dr. Merrill J. King, Box 236, Cape Cottage 
Branch, Portland 9, Maine. 

AMERICAN BOARD OF ORTHOPAEDIC SURGERY: Part II. New York 
City, Jan. 29-31, 1958. Final date for filing application is 
August 15. Sec., Dr. Sam W. Banks, 116 South Michigan 
Avenue, Chicago 3. 

AMERICAN BOARD OF OTOLARYNGOLOGY: Chicago, Oct. 7-11. 
Final date for filing application was in April. Sec., Dr. Dean 
M. Lierle, University Hospitals, lowa City. 

AMERICAN BoarpD OF PatTHoLocy: Oral and Written. Pathologic 
Anatomy and Clinical Pathology. New Orleans, Sept. 26-28. 
Final date for filing application is August 15. Sec., Dr. 
Edward B,. Smith, Indiana University Medical Center, Indi- 
anapolis 7. 

AMERICAN Boarp OF Pepiatrics: Oral, San Francisco, June 
21-23. Sec., Dr. John McK. Mitchell, 6 Cushman Road, 
Rosemont, Pa. 

AMERICAN BoarpD OF ProcToLocy: Oral and Written. Parts I and 
II. September. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

AMERICAN BOARD OF PsYCHIATRY AND NEUROLOGY: New York, 
Dec. 16-17, San Francisco, March 17-18. Sec., Dr. David A. 
Boyd, Jr., 102-110 Second Ave., S. W., Rochester, Minn. 

AMERICAN Boarp oF RapioLtocy: Washington, Sept. 23-28. Final 
date for filing application was June 1. Within the near future a 
special examination for certification in Nuclear Medicine will 
be offered to diplomates in Radiology and Therapeutic Radi- 
dlogy. Sec., Dr. H. Dabney Kerr, Kahler Hotel Bldg., Roches- 
ter, Minn. 

AMERICAN Board OF UrRoLocy: Written examination. Various 
cities throughout the country. Pathology and Oral Clinical. 
February 1958. Location not decided. Exec. Secretary, Mrs. 
Ruby L. Griggs, 30 Westwood Road, Minneapolis 16. 

Boarpb OF THORACIC SuRGERY: Written. Various centers through- 
out the country, September 1957, and the closing date for 
registration is July 1, 1957. Sec., Dr. William H. Tuttle, 1151 
Taylor Ave., Detroit 2. 
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AIR FORCE 


Ground Broken for New School of Aviation Medicine. 
—Ceremonies were held May 10 at Brooks Air Force 
Base, Texas, for the breaking of ground previous to 
constructing the new Air Force School of Aviation 
Medicine. Among the many distinguished persons 
present were Rep. Paul J. Kilday of San Antonio, who 
was the main speaker, and Major Gen. Otis O. Benson 
Jr., commandant of the school, who was chairman of 
the committee that started active planning for the 
new institution in 1949. Also present were the surgeon 
general of the Air Force, Major Gen. Dan C. Ogle, 
and other officers of the defense forces; Dr. Melvin A. 
Casberg, former chairman of the Armed Forces Med- 
ical Policy Council; Dr. Walter L. Bierring, chairman, 
American Board of Preventive Medicine, and a past- 
president of the American Medical Association; Dr. 
Jan H. Tillisch, president of the Aeromedical Associa- 
tion; and James P. Hioilers, retiring president of the 
San Antonio Chamber of Commerce. 

At first the School of Aviation Medicine was situated 
at Hazelhurst Field, New York, and in the first formal 
class of medical officers to matriculate there in 1919 
was Dr. Louis H. Bauer, who later became president 
of the Aeromedical Association and still later Presi- 
dent of the American Medical Association. The pres- 
ent site of the school is at Randolph Air Force Base 
in Texas, where it occupies a scattered collection of 
classrooms and laboratories, most of them hurriedly 
constructed during World War II. It is expected that 
the school will occupy its new and modern facilities 
for teaching and research at Brooks Air Base within 
two years. 


NAVY 


Correspondence Course in Aviation Medicine.—A new 
correspondence course in aviation medicine practice is 
available for enrollment by regular and reserve of- 
ficers and enlisted personnel of the medical depart- 
ment. This course is evaluated at 18 naval reserve 
promotion and/or retirement points. It includes dis- 
cussions of physiological stress due to reduced baro- 
metric pressure, acceleration, noise, vibration, and 
danger; physiological requirements for oxygen equip- 
ment, pressurized equipment, and other devices; spe- 
cial problems in ophthalmology and otolaryngology; 
disturbances of cardiovascular system resulting from 
flight; selection of personnel; physical and psycho- 
logical standards and examinations used in screening 
and placement; relation of psychopathology and neu- 
ropsychiatry to aviation medicine; operational prob- 
lems; and air evacuation of the sick and wounded. 

Applications on form NavPers 992 (revised 2-56), 
should be forwarded via official channels to Com- 
manding Officer, Naval Medical School, Bethesda 14, 
Md. 
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Personal.—Lieut. Commander John W. Flynn, M. C. 
U.S. Navy, recently received the Commendation Rip. 
bon with Metal Pendant and Combat Distinguishing 
Device for outstanding performance of duty while 
serving with the Marines, in Korea, in 1953. 


VETERANS ADMINISTRATION 


Hospital News.—Dr. Currier McEwen, associate pro- 
fessor of medicine, New York University—Bellevue 
Medical Center, New York City, addressed the staf 
of the VA Hospital at Northport, Long Island, N.Y, 
April 29, on “Experiences with the Long-term Use of 
Corticosteroids.” 


PUBLIC HEALTH SERVICE 


Advisory Committee on Air Pollution.—The Public 
Health Service, on May 16, announced the establish. 
ment of a national advisory committee on community 
air pollution, which held its first meeting in Washing. 
ton, D. C., June 3. The committee reviewed the objec- 
tives and accomplishments of a program established by 
the Public Health Service under an act of Congress 
passed in 1955; this program has been basically one of 
research and technical assistance to states and commv- 
nities attempting to cope with the problem of air 
pollution. The surgeon general is chairman of the ad- 
visory committee, and among the other 12 members 
are Dr. James P. Dixon Jr., health commissioner of 
Philadelphia; Dr. Malcolm H. Merrill, director, Cali- 
fornia State Health Department; Norton Nelson, Ph.D., 
associate professor of industrial medicine, New York 
University; Leslie Silverman, Harvard University 
School of Public Health, Cambridge, Mass.; and 
Dr. Irving R. Tabershaw, associate professor of 
occupational medicine, Columbia University, New 
York City. 


Children’s Bureau Chief Sworn In.—Katherine Brow- 
nell Oettinger, who was appointed by the President, 
March 25, to succeed Dr. Martha M. Eliot, on May 17 
was sworn in as chief of the Children’s Bureau. Secre- 
tary Marion B. Folsom of the Department of Health, 
Education, and Welfare, administered the oath of 
office in a ceremony. Mrs. Oettinger has been dean of 
the School of Social Work, Boston University, since 
1954, and previously she was chief, division of com- 
munity service, bureau of mental health, Pennsylvania 
Department of Welfare. She also was a psychiatric 
social worker at a children’s treatment center in Scran- 
ton, Pa., and for many years a consultant to the Visiting 
Nurse Association of that city. She is a member of the 
National Association of Social Workers, the Na 
tional Conference of Social Welfare, the Council on 
Social Work Education, and Phi Beta Kappa and is 
a graduate of Smith College, where she received 
a master’s degree from the School of Social Work. 
She is the wife of Malcolm Oettinger and the mother 
of two sons. 


J.A.M.A., June 15, 1957 
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DEATHS 


Warbasse, James Peter, Woods Hole, Mass.; born in 
Newton, N.J., Nov. 22, 1866; College of Physicians 
and Surgeons, medical department of Columbia Col- 
lege, New York City, 1889; later did graduate work in 
surgery in this country and abroad; began practicing 
in Brooklyn, serving an internship at the Methodist 
Hospital, where he is said to have set up the first 
laboratory of surgical pathology and bacteriology in 
America in 1892, and where he was attending surgeon 
until 1909; served as attending surgeon at the German 
Hospital in Brooklyn; veteran of the Spanish-American 
War; in 1903 won the “Governors Cup” as the best 
marksman in the New York State National Guard: 
past-president of the Brooklyn Surgical Society, Brook- 
lyn Pathological Society, and Associated Physicians of 
Long Island; an associate member of the American 
Medical Association and in 1912 member of its House 
of Delegates; member of the American Association for 
the Advancement of Science and the American Socio- 
logical Society; fellow of the American College of 
Surgeons; lectured on medical economics at the Long 
Island College of Medicine in Brooklyn; served as 
chief of the bureau of physical examinations, New 
York City Civil Service Commission; director and for 
many years president of the Cooperative League of the 
United States, of which he was founder; presided at 
the biennial congresses of the Cooperative League for 
25 years and attended as a delegate all the congresses 
of the International Cooperative Alliance between 
1913 and 1937; served on the Consumers Board in the 
National Recovery Administration under President 
Roosevelt during 1932 and 1933; editor of the New 
York State Journal of Medicine from 1906 to 1909, 
when he became special editor of the American 
Journal of Surgery, serving until 1919; author of “The 
Doctor and the Public,” “Surgical Treatment,” “The 
Conquest of Disease,” “Medical Sociology,” “Coopera- 
tive Democracy,” and others: died Feb. 22, aged 90, 
of arteriosclerotic heart disease. 


Crum, Dana Swearingen, Red Bank, N. J.; born in 
Homeland, Fla., Jan. 19, 1905: University of Pennsy]- 
vania School of Medicine, Philadelphia, 1931; in- 
terned at the Hospital of the University of Pennsyl- 
vania in Philadelphia and the Royal Victoria Hospital 
in Montreal, Quebec, Canada, where at one time he 
was assistant demonstrator in pathology at McGill 
University Faculty of Medicine; served as assistant 
physician and assistant superintendent of the Werners- 
ville (Pa.) State Hospital and senior assistant at the 
Norristown (Pa.) State Hospital; formerly assistant to 
the medical director of Merck and Company at Rah- 
way, N. J.; since 1950 director of the Central New 
Jersey Mental Hygiene Clinic at Marlboro (N. J.) State 
Hospital; psychiatrist to the outpatient clinics at Read- 
ing and at Lebanon, Pa., and at Temple University 
Child Guidance Clinic in Philadelphia; fellow of the 





* Indicates Member of the American Medical Association. 





Pennsylvania Psychiatric Society; member of the 
American Psychiatric Association; contributor of 
chapters to the eighth edition of the “Merck Manual’; 
died March 20, aged 52. 


Eikner, William Clarence * Clifton Springs, N. Y.; 
born in Prairie, Miss., July 4, 1903; University of Vir- 
ginia Department of Medicine, Charlottesville, 1927; 
specialist certified by the American Board of Urology; 
member of the American Urological Association and 
served as secretary of the Central Section; fellow of 
the American College of Surgeons; past-president of 
the Ontario County Medical Society; chief of urology 
at the Clifton Springs Sanitarium and Clinic since 
1932; at one time attending urologist at the University 
of Virginia Hospital, University; made many contribu- 
tions to the literature in his chosen field and in 1947 
produced a motion picture film in color which depicts 
his technique used in one-stage suprapubic prosta- 
tectomy with primary wound closure; the film was 
loaned widely throughout the United States; past- 
president of the Clifton Springs Rotary Club; died 
March 1, aged 53, of coronary thrombosis. 


Witt, Guy Ferguson * Dallas, Texas; born in Moffatt, 
Texas, in 1883; University Texas School of Medicine, 
Galveston, 1911; emeritus professor of psychiatry at 
Southwestern Medical School of the University of 
Texas; served as professor of neuropsychiatry at Baylor 
University College of Medicine; specialist certified by 
the American Board of Psychiatry and Neurology; vet- 
eran of World War I; member of the House of Dele- 
gates of the American Medical Association in 1940; 
member of the American Psychiatric Association and 
the Central Neuropsychiatric Association; past-presi- 
dent of the Dallas County Medical Society and the 
Southern Psychiatric Society; one of the founders of 
the Timberlawn Sanitarium; died in the Dallas Med- 
ical and Surgical Clinic Feb. 14, aged 74, of cerebro- 
vascular thrombosis. 


Levy, Fritz, Silver Spring, Md.; born in Berlin, Ger- 
many, Nov. 18, 1887; Friedrich-Wilhelms Universitit 
Medizinische Falultit, Berlin, Prussia, Germany, 
1914; an associate member of the American Medical 
Association; member of the West Virginia State Medi- 
cal Association, American Association of Pathologists 
and Bacteriologists, College of American Pathologists, 
and the American Society of Clinical Pathologists; 
fellow of the American Association for the Advance- 
ment of Science; specialist certified by the American 
Board of Pathology; served as chief of laboratory 
services at the Veterans Administration Hospital in 
Huntington, W. Va., and for many years director of 
the laboratories, Davis Memorial Hospital, Elkins, 
W. Va.; died in Washington, D. C., March 10, aged 69. 


Lownes, John Barton, Philadelphia; born in 1886; 
Jefferson Medical College of Philadelphia, 1906; an 
associate member of the American Medical Associa- 
tion; specialist certified by the American Board of 
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Urology; member of the American Urological Associa- 
tion; one of the founders of the Philadelphia Urolog- 
ical Society; emeritus chief of urology of the Northern 
Division of the Albert Einstein Medical Center and 
was honored by the staff of that hospital in 1955; 
emeritus cystoscopist, Jefferson Hospital; director of 
urology at Montgomery Hospital, Norristown; con- 
sultant in neurology at the Sacred Heart Hospital in 
Norristown, Pa., and was a director and consultant of 
the Germantown Hospital; died in St. Petersburg, Fla., 
Feb. 22, aged 70, of metastatic carcinoma of the liver. 


Wasch, Milton Goodman ® Brooklyn; born in Brook- 
lyn in 1884; Cornell University Medical College, New 
York City, 1905; formerly associate professor of clin- 
ical radiology at the Long Island College of Medicine; 
specialist certified by the American Board of Radi- 
ology; member of the Radiological Society of North 
America and the American College of Radiology; 
served as president of the Brooklyn Roentgen Ray 
Society; for many years served on the staff of the 
Jewish Hospital, where in 1935 he was honored at a 
special ceremony when Mayor La Guardia presented 
him with a certificate from the city for “distinguished 
and exceptional service”; associated with the Maimo- 
nides and Beth-El hospitals, and the Jewish Chronic 
Disease Hospital; died Feb. 22, aged 72. 


Balise, John Hart, Northampton, Mass.; born in North- 
ampton Dec. 24, 1924; Cornell University Medical 
College, New York City, 1952; certified by the Na- 
tional Board of Medical Examiners; interned at the 
Hartford (Conn.) Hospital and later was resident 
psychiatrist at the Institute of Living in Hartford, 
Conn.; in the European Theater during World War II 
was taken prisoner of war at the Battle of the Bulge 
and was awarded the Bronze Star; in 1956 was ap- 
pointed staff psychiatrist of the Area Mental Health 
Clinic Association, Inc., which serves the Holyoke- 
Northampton—Easthampton—Amherst area; died in the 
Hartford (Conn.) Hospital March 23, aged 32, of 
recurrent glioblastoma multiforme. 


Miles, Henry Shillingford ® Fairfield, Conn.; born in 
Sag Harbor, N. Y., Oct. 14, 1866; College of Phy- 
sicians and Surgeons, medical department of Co- 
lumbia College, New York City, 1891; also a graduate 
in pharmacy; member of the American Ophthalmolog- 
ical Society; fellow of the American College of Sur- 
geons; past-president of the New York Ophthalmolog- 
ical Society, Bridgeport Medical Association, and the 
Fairfield County Medical Society; served on the staffs 
of the Manhattan Eye and Ear Infirmary and the 
New York Eye and Ear Infirmary in New York City, 
the Bridgeport and St. Vincent’s hospitals in Bridge- 
port; died Feb. 20, aged 90, of congestive heart dis- 
ease. 

Whinery, Joseph Burgess ® Winter Park, Fla.; born in 
Wilmington, Ohio, July 23, 1866; University of Michi- 
gan Department of Medicine and Surgery, Ann Arbor, 
1892; member of the Michigan State Medical Society 
and the American Heart Association; specialist certi- 
fied by the American Board of Internal Medicine; 
fellow of the American College of Physicians; veteran 
of World War I; while he practiced in Grand Rapids, 
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Mich., was president of the Kent County Medica] 
Society, at one time member of the board of health, 
for many years on the staff of the Blodgett Memoria] 
Hospital, and on the consulting staffs of Butterworth 
and St. Mary's hospitals; died March 21, aged 90, of 
arteriosclerosis. 


Baber, Erl Armitage © Naubinway, Mich., born in 
Griggsville, Ill., May 3, 1883; University of Louisville 
(Ky.) Medical Department, 1909; member of the Ohio 
State Medical Association and the American Psy. 
chiatric Association; at one time vice-president of the 
Cincinnati Society of Neurology and Psychiatry; spe- 
cialist certified by the American Board of Psychiatry 
and Neurology; served on the faculty of the University 
of Cincinnati College of Medicine as assistant clinical 
professor of psychiatry; veteran of World War |. 
served as superintendent of the Dayton (Ohio) State 
Hospital and the Longview State Hospital; died in the 
Manistique (Mich.) Hospital. March 14, aged 73. 


Rappaport, Morris ® assistant surgeon, U. S. Public 
Health Service, retired, Bellerose, N. Y.; born in 
Ellenville, Aug. 24, 1918; Middlesex University School 
of Medicine, Waltham, 1943; specialist certified by 
the American Board of Pediatrics; member of the 
American Academy of Pediatrics; assistant clinical 
professor of pediatrics at the New York Medical Col- 
lege, Flower and Fifth Avenue Hospitals; on the 
staffs of the Metropolitan and Flower and Fifth Ave- 
nue hospitals; retired from the U. S. Public Health 
Service Nov. 1, 1948; died in the U. S. Public Health 
Service Hospital, Staten Island, Jan. 21, aged 38, of 
uremia due to nephritis. 


Brigman, Lemuel Ruevell, Reno, Nevada; born in 
West Covington, Ky., in 1886; Western Reserve Uni- 
versity School of Medicine, Cleveland, 1914; member 
of the American Academy of Pediatrics; at one time 
on the faculty of his alma mater; past-president and 
vice-president of the Nevada State Medical Associa- 
tion; associated with the Nevada State Board of Health 
as supervisor of maternal and child health services 
and director of preventive medicine; veteran of World 
War I; member of the staffs of the Washoe Medical 
Center and St. Mary’s Hospital; died March 16, aged 
71, of coronary thrombosis and arteriosclerosis. 


Hall, John Wesley Jr., New York City; born in Sisters- 
ville, W. Va., Oct. 9, 1906; University of Pittsburgh 
School of Medicine, 1934; professor of pathology at 
the New York University College of Medicine and 
New York University Post-Graduate Medical School; 
member of the Harvey Society, New York Pathological 
Society, and American Association of Pathologists and 
Bacteriologists; senior pathologist at Bellevue Hospital 
and consultant in pathology at the Veterans Admin- 
istration Hospital; died in the Lenox Hill Hospital 
March 20, aged 50, of coronary occlusion and myo- 
cardial infarction. 


Sutton, John Benjamin © Shreveport, La.; born in 
Watertown, N. Y., April 24, 1918; Columbia Univer- 
sity College of Physicians and Surgeons, New York 
City, 1943; certified by the National Board of Medical 
Examiners; specialist certified by the American Board 
of Neurological Surgery; an officer in the U. S. Army 
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Reserve stationed at Brooke Army Hospital, Fort Sam 
Houston, Texas, from 1953 to 1955; on the staffs of the 
Physicians and Surgeons, Highland and _ Willis— 
Knighton Memorial hospitals, and Schumpert Me- 
morial Sanitarium; died March 8, aged 38, of conges- 
tive heart disease. 

Rowland, Robert Elmore ® Pineville, La.; born in 
Lapile, Ark., Feb. 26, 1881; Medical Department of 
Tulane University of Louisiana, New Orleans, 1903; 
served as professor of psychiatry at the University of 
Arkansas School of Medicine in Little Rock; member 
of the American Psychiatric Association; at one time 
superintendent of the State Hospital in Little Rock; 
associated with the Central Louisiana State Hospital; 
on the courtesy staffs of St. Frances Cabrini and Bap- 
tist hospitals in Alexandria; died March 10, aged 76, 
of acute coronary occlusion. 


Doan, Duaine Irving, Omaha; Creighton University 
School of Medicine, Omaha, 1933; specialist certified 
by the American Board of Psychiatry and Neurology; 
service member of the American Medical Association; 
member of the American Psychiatric Association; fel- 
low of the American Association for the Advancement 
of Science; on the faculty of his alma mater; chief of 
the mental hygiene clinic, Veterans Administration 
Hospital, where he died March 13, aged 46, of coro- 
nary disease. 


Doran, Patrick Charles ® Akron, Ohio; born in Akron, 
Jan. 2, 1902; Western Reserve University School of 
Medicine, Cleveland, 1929; specialist certified by the 
American Board of Orthopedic Surgery; member of 
the Clinical Orthopedic Society and the American 
Academy of Orthopaedic Surgeons; fellow of the 
American College of Surgeons; veteran of World War 
Il; on the staffs of St. Thomas and Children’s hospitals, 
and the Akron City Hospital, where he died March 21, 
aged 55, of carcinoma of the colon. 


Abelmann, Henry William ® Chicago; Rush Medical 
College, Chicago, 1904; member of the American 
Academy of General Practice; served on the staff of 
the Illinois Masonic Hospital; died in the Presbyterian 
Hospital April 11, aged 76, of bilateral broncho- 
pheumonia. 


Adams, E. Martin ® Arlington, Wash.; University of 
Oregon Medical School, Portland, 1902; served on the 
staffs of the Everett (Wash.) General Hospital and the 
Arlington General Hospital; since 1907 member of the 
board of directors of the Citizens State Bank; died 
in Snohomish March 10, aged 83, of acute mesenteric 
thrombosis. 


Bach, Irwin Woodward ® Beverly Hills, Calif.; Rush 
Medical College, Chicago, 1912; member of the 
Illinois State Medical Society and the Industrial 
Medical Association; fellow of the American College 
of Surgeons; veteran of World War I; served as team 
physician of the University of Illinois Athletic Associa- 
tion and practiced in Champaign, where he was on 
the staff of the Burnham City Hospital; died March 
25, aged 70, of heart disease. 


Bair, George Willard ® Platteville, Wis.; University 
of Illinois College of Medicine, Chicago, 1945; mem- 
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ber of the American Academy of General Practice; 
died March 12, aged 39, of injuries received in an 
automobile accident. 


Baird, Joseph Jay, La Follette, Tenn.; Vanderbilt Uni- 
versity School of Medicine, Nashville, 1941; received 
two purple heart citations during World War II while 
in the Air Force and one Asiatic ribbon; died in the 
Veterans Administration Center, Mountain Home, 
March 10, aged 43, of cirrhosis of the liver. 


Barker, Samuel Robert * Chicago; Rush Medical Col- 
lege, Chicago, 1921; member of the International 
College of Surgeons; associated with the Roosevelt 
Memorial Hospital, where he was chairman of the 
board; died March 29, aged 60, of acute coronary 
embolism. 

Bearden, James DeWitt * Central, S. C.; Medical 
College of South Carolina, Charleston, 1912; veteran 
of World War I; died March 8, aged 70. 


Hall, Denham Darfield, Boston; Howard University 
College of Medicine, Washington, D. C., 1912; died 
in the Boston City Hospital Dec. 5, aged 69, of intra- 
cerebral hemorrhage and aspiration pneumonitis. 
Kinney, William David, Mason City, lowa; College of 
Physicians and Surgeons of Chicago, School of Medi- 
cine of the University of Illinois, 1897; died Feb. 25. 
aged 85, of virus pneumonia. 


Klie, Henry Benjamin * Forkland, Ala.; Tulane Uni- 
versity of Louisiana School of Medicine, New Or- 
leans, 1900; died Feb. 6, aged 81, of cerebral throm- 
bosis. 

Knowles, George Haney * Seattle; State University 
of Iowa College of Medicine, lowa City, 1930; mem- 
ber of the American Academy of General Practice; 
on the staff of the Providence Hospital; died March 
16, aged 50, of heart disease and meningitis. 


Lichner, Mathilda Osborne, Ocean City, N. J.; Wom- 
an’s Medical College of Pennsylvania, Philadelphia, 
1905; for many years practiced in Chicago, where she 
was a member of the medical staff of Illinois Bell 
Telephone Company; died in Atlantic City March 31, 
aged 80, of cardiorespiratory failure. 

Lindenbaum, Henry, Los Angeles; University and 
Bellevue Hospital Medical College, New York City, 
1902; died in the Cedars of Lebanon Hospital March 
18, aged 79, of a heart attack. 

Littell, John Charlesworth, Lakewood, Ohio; Medical 
Department of the University of Cincinnati, 1910; 
served on the staffs of the Lakewood Hospital and the 
Fairview Park Hospital in Cleveland, where he died 
Feb. 15, aged 71, of coronary thrombosis. 

Littlejohn, Dana Meade ® Pana, II].; Chicago College 
of Medicine and Surgery, 1914; veteran of World 
War I; member of the staff of the Huber Memorial 
Hospital, where he died March 14, aged 74, of gastric 
ulcer and general arteriosclerosis. 

Loscalzo, Vito V., Long Island City, N. Y.; Regia Uni- 
versita di Napoli Facolta di Medicina e Chirurgia, 
Italy, 1912; died March 1, aged 71, of myocardial 
infarction. 
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McGowan, Robert Paul ® Laurens, S. C.; Atlanta 
Medical College, 1916; veteran of World War I and 
II; on the staff of the Laurens County Hospital, where 
he died Feb. 11, aged 64, of bronchogenic carcinoma 
with hepatic metastasis. 

Missman, Walter Frank ® Klemme, Iowa; State Uni- 
versity of Iowa College of Medicine, Iowa City, 1908; 
past-president and secretary of the Hancock—Winne- 
bago Counties Medical Society; on the staff of St. 
Joseph’s Mercy Hospital in Mason City; died Feb. 24, 
aged 78, of paralysis agitans. 

Palmer, Harrison Gregory ® St. Petersburg, Fla.; 
Bennett College of Eclectic Medicine and Surgery, 
Chicago, 1903; veteran of World War I; died Feb. 9, 
aged 80. 


Paul, Daniel Frank Jr. ® Kentland, Ind.; Hahnemann 
Medical College and Hospital of Philadelphia, 1949; 
member of the American Academy of General Prac- 
tice; veteran of World War II; on the staff of the 
Iroquois Hospital, Watseka, IIl.; died Feb. 22, aged 
37, when his automobile was struck by a train. 


Peaslee, Clarence Capen ® Portland, Maine; Medical 
School of Maine, Portland, 1897; member of the con- 
sulting staff of the Central Maine General Hospital in 
Lewiston; died Feb. 16, aged 86, of senility. 


Pierce, Herbert Lorenzo ® Swanton, Vt.; University 
of Vermont College of Medicine, Burlington, 1907; 
on the staffs of St. Albans (Vt.) Hospital and the 
Kerbs Memorial Hospital, where he died Feb. 7, aged 
74, of cerebral thrombosis. 


Prescott, Blake Daniels © Springfield, Mass.; Middle- 
sex College of Medicine and Surgery, Cambridge, 
1931; specialist certified by the American Board of 
Psychiatry and Neurology; fellow of the American 
Psychiatric Association and the American Geriatrics 
Society; formerly associated with the Institute of Liv- 
ing (Neuro-Psychiatric Institute of the Hartford Re- 
treat) in Hartford, Conn.; died Feb. 21, aged 61. 


Procter, Jewell Beauchamp, New York City; Uni- 
versity of Pennsylvania School of Medicine, Phila- 
delphia, 1912; for many years chief examiner for the 
Union Centra! Life Insurance Company; died March 
17, aged 70, of heart disease. 


Prunk, Byron Fletcher, Indianapolis; Jefferson Med- 
ical College of Philadelphia, 1896; died Feb. 26, 
aged 90. 


Purvis, James David © Camp Hill, Pa.; Hahnemann 
Medical College and Hospital of Philadelphia, 1938; 
specialist certified by the American Board of Preven- 
tive Medicine; veteran of World War II; member of 
the Pennsylvania State Department of Health; died 
Feb. 19, aged 44, of coronary occlusion. 

Reif, Charles Edwin, Pittsburgh; University and Bel- 
levue Hospital Medical College, New York City, 1905; 
an associate member of the American Medical Asso- 
ciation; died Feb. 23, aged 74. 


Riegel, Walter Scott, Drexel Hill, Pa.; University of 
Pennsylvania Department of Medicine, Philadelphia, 
1892; died March 14, aged 87, of carcinoma of the 
stomach. 
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Riggs, George Henry ® Ijamsville, Md.; University of 
Maryland School of Medicine, Baltimore, 1891; life. 
member of the American Psychiatric Association: 
life-member and _ past-president of the Frederick 
County Medical Society; formerly physician in charge 
of the Riggs Cottage Sanitarium; on the staff of the 
Frederick (Md.) Hospital; died in Lander March 10. 
aged 86. 


Riner, Clinton Remus, Savannah, Ga.; University of 
the South Medical Department, Sewanee, Tenn., 1900: 
veteran of World War I; died March 13, aged 77. 


Rinker, Earl Bailey ® Indianapolis; Indiana University 
School of Medicine, Indianapolis, 1913; died in the 
Methodist Hospital March 10, aged 66. 


Robbinovitz, Samuel, Brooklyn; Long Island College 
Hospital, Brooklyn, 1907; member of the Medical So- 
ciety of the State of New York; died in the Long 
Island College Hospital March 1, aged 76, of carci- 
noma of the colon. 


Roberts, Curtis McWhorter ® New Albany, Miss. 
Northwestern University Medical School, Chicago, 
1923; past-president of the Northeast Mississippi 
Medical Association; veteran of World War I and II; 
health director of Union and Pontotoc counties; past- 
director of the United Fruit Company Hospital in 
Castillia, Honduras; died in the Baptist Hospital, 
Memphis, Tenn., March 15, aged 61, of cerebral 
hemorrhage. 


Roberts, Harry Burton ® Highland Park, IIl.; Jenner 
Medical College, Chicago, 1902; College of Physicians 
and Surgeons of Chicago, School of Medicine of the 
University of Illinois; 1903; past-president of the Lake 
County Medical Society; served in France during 
World War I; past-president of the Highland Park 
Hospital board; died March 26, aged 85, of coronary 
thrombosis. 


Robinson, George Wilford ® Detroit, Mich.; Detroit 
College of Medicine, 1905; retired as chief of the 
obstetrical staff at St. Mary’s Hospital, now the De- 
troit Memorial Hospital, where he remained as con- 
sultant in obstetrics; held the latter position at the 
Alexander Blain Hospital; died March 11, aged 79. 


Roy, Kirby Arthur ® Mansura, La.; Tulane University 
of Louisiana School of Medicine, New Orleans, 1915; 
past-president of the Avoyelles Parish Medical Society; 
first president of the Mansura Chamber of Commerce; 
vice-president of the Mansura State Bank; died March 
14, aged 65, of cancer of the bile duct. 


Rupp, Roger Ralph ® Lehighton, Pa.; Harvard Med- 
ical School, Boston, 1913; member of the American 
Association of Railroad Surgeons; staff of the Gnaden 
Huetten Memorial Hospital; for two years a member 
of the board of trustees of the Allentown (Pa.) State 
Hospital; physician and surgeon for the Lehigh Val- 
ley Railroad; instantly killed March 1, aged 71, in an 
automobile accident. 


Salomon, Alfred Victor, New York City; Columbia 
University College of Physicians and Surgeons, New 
York City, 1916; an associate member of the Amer- 
ican Medical Association; veteran of World War J; 
died March 5, aged 66, of heart disease. 
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Sanders, Oscar Perdue ® Dallas, Texas; Baylor Uni- 
versity College of Medicine, Dallas, 1941; clinical in- 
structor in pediatrics at the University of Texas South- 
western Medical School; on the staffs of the Parkland, 
St. Paul’s, Baylor, and Methodist hospitals, and the 
Children’s Medical Center; died March 11, aged 41, 
of diabetes mellitus. 

Schmidt, Herman ® Okawville, Ill.; Marion—Sims Col- 
lege of Medicine, St. Louis, 1895; died March 2, 
aged 82. 

Sears, George Lucien Jr. ® Manti, Utah; University of 
Nebraska College of Medicine, Omaha, 1933; interned 
at Fairview Hospital in Minneapolis and the Gillette 
State Hospital for Crippled Children in St. Paul; past- 
president of the Cental Utah Medical Society; on the 
staff of the Sanpete Latter-Day Saints Hospital in 
Mount Pleasant; died in a hospital at Salt Lake City 
March 13, aged 52, of hypertensive cardiovascular dis- 
ease. 

Sekerak, Raymond Andrew Joseph ® Bridgeport, 
Conn.; University of Maryland School of Medicine 
and College of Physicians and Surgeons, Baltimore, 
1929: associate surgeon, St. Vincent's Hospital, where 
he died March 9, aged 50, of coronary thrombosis. 


Shelton, Richard Baxter, Columbus, Ohio; Medical 
College of Ohio, Cincinnati, 1903; died Feb. 24, aged 
81. 

Shields, Allan Clark ® Victoria, Texas; University of 
Texas School of Medicine, Galveston, 1925; fellow of 
the American College of Surgeons; member of the 
American Academy of General Practice; chief of staff, 
Victoria Hospital, where he died March 6, aged 56, of 
acute myocardial infarction. 

Silverman, Irving ® Worcester, Mass.; Tufts College 
Medical School, Boston, 1930; certified by the Na- 
tional Board of Medical Examiners; veteran of World 
War II; received the Purple Heart and three battle 
stars; cited for the Legion of Merit for outstanding 
medical work aboard a ship which was torpedoed off 
the Coast of Africa in 1943; on the staff of the Wor- 
cester City Hospital; died in Miami Beach, Fla., 
March 3, aged 50, of coronary thrombosis. 

Silverman, William Charles ® Newark, Del.; Uni- 
versity of Buffalo School of Medicine, 1937; veteran 
of World War II; on the staffs of the Wilmington 
General and St. Francis hospitals in Wilmington; died 
Feb. 4, aged 44. 

Sjoberg, Douglas Sidney, Los Angeles; Columbia 
University College of Physicians and Surgeons, New 
York City, 1952; certified by the National Board of 
Medical Examiners; associated with the University 
of California Medical Center, where he died Feb. 13, 
aged 38, of primary biliary cirrhosis. 

Smith, Samuel C., Ada, Ohio; Starling Medical Col- 
lege, Columbus, 1897; died in the Lima (Ohio) Me- 
morial Hospital Feb. 3, aged 84. 

Stakes, Wilbur Sylvester ® Patchogue, N. Y.; Medical 
College of Virginia, Richmond, 1927; past-president of 
the Suffolk County Medical Society and the Asso- 
ciated Physicians of Long Island; village health officer; 





DEATHS 789 


formerly surgeon of the Patchogue Fire Department 
and staff physician at Southside Hospital, Bayshore, 
Mather Hospital, Port Jefferson, and Brookhaven 
Memorial Hospital; died March 15, aged 54. 


Stallworth, James Parker * Canoe, Ala.; Atlanta Col- 
lege of Physicians and Surgeons, 1907; died March 8, 
aged 81, of coronary thrombosis. 

Statler, Edgar C., Allentown, Pa.; the Hahnemann 
Medical College and Hospital, Chicago, 1903; served 
on the staffs of the Sacred Heart and Allentown hos- 
pitals; died March 1, aged 78, of arteriosclerosis. 
Stone, Leslie Lewis, Chemawa, Ore.; College of Phy- 
sicians and Surgeons of Chicago, School of Medicine 
of the University of Illinois, 1912; associated with the 
Indian Service; died in the Salem (Ore.) Memorial 
Hospital Feb. 21, aged 69, of a heart attack. 

Stotz, Joseph Allen, Lynnfield, Mass.; Medico-Chirur- 
gical College of Philadelphia, 1903; an associate mem- 
ber of the American Medical Association; served on 
the staff of the Easton (Pa.) Hospital; died Feb. 27, 
aged 82, of coronary occlusion. 


Straup, Frederick E. ® Bingham Canyon, Utah; the 
Hahnemann Medical College and Hospital, Chicago, 
1895; for many years member of the state board of 
medical examiners and head of the city health depart- 
ment; served as mayor; died in Salt Lake City March 
3, aged 85, of cerebral hemorrhage. 

Strode, Lindley Edgar ® Girard, Kan.; the Hahnemann 
Medical College and Hospital, Chicago, 1900; died 
Feb. 28, aged 84, of coronary occlusion. 

Stuver, Henry William * Denver; University of Colo- 
rado School of Medicine, Denver, 1913; also a gradu- 
ate in pharmacy; for 32 years treasurer of the Denver 
Medical Society; on the staffs of the Presbyterian and 
St. Luke’s hospitals, and the Mercy Hospital, where 
he died March 4, aged 77, of pneumonia and diffuse 
interstitial pulmonary fibrosis. 

Sutherlin, Cecil Glenn, Lieut., U. S. Navy, Brawley, 
Calif.; Indiana University School of Medicine, Indian- 
apolis, 1913; service member of the American Medical 
Association; veteran of World War I; entered the U. S. 
Navy in April, 1921, and retired June 6. 1924; died in 
the Naval Hospital, San Diego, Feb. 22, aged 69. 
Swan, Reo Miskimen ® Cambridge, Ohio; Rush Medi- 
cal College, Chicago, 1932; member of the American 
Academy of General Practice; chief of staff, Guernsey 
Memorial Hospital, where he died March 7, aged 54, 
of coronary heart disease. 


Tetreau, Thomas ® Portland, Maine; McGill Univer- 
sity Faculty of Medicine, Montreal, Quebec, Canada, 
1896; retired city public health officer; at one time 
health officer of Yakima County, Wash.; honorary life 
member of the Maine Public Health Association; 
member of the American Public Health Association; 
died April 1, aged 88, of congestive heart disease. 
Walter, Isidor, Chicago; St. Louis College of Physi- 
cians and Surgeons, 1909; for many years associated 
with the Lincoln (Ill.) State Hospital; died Jan. 9, 
aged 80. 
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FOREIGN LETTERS 


ARGENTINA 


Latin-American Association of Physiological Sciences. 
—In October, representatives of the Argentine Society 
of Biology, the Argentine Society of Physiology, the 
Society of Biology of Montevideo, and the Society of 
Biology of Santiago de Chile met in Buenos Aires 
and founded the Latin-American Association of Phys- 
iological Sciences, the membership of which will 
include investigators in physiology, biophysics, bio- 
chemistry, histophysiology, applied physiology, com- 
parative physiology, and related sciences. It will not 
include those working in purely descriptive sciences, 
such as morphology, taxonomy, and pathology. Meet- 
ings will be held every two or three years. The main 
purpose of the association will be (1) to stimulate 
research leading to the progress, diffusion, and dis- 
semination of the physiological sciences and any other 
measures tending to make such sciences more profit- 
able to the community; (2) to foster the improvement 
of the teaching of the physiological sciences according 
to modern educational methods; and (3) to promote the 
training of teachers and investigators in their field. 
Prof. B. A. Houssay was named honorary president 
and Prof. F. Huidobro president. The first regular 
meeting was held in Punta del Este, Uruguay, in 
April. It is hoped that these meetings will become 
Pan-American. 


AUSTRIA 


Phonocardiography.—At the special meeting on cardi- 
ology held by the Society of Internal Medicine, in 
Vienna, in January, W. Auinger said that the advan- 
tages of phonocardiography are clearly manifested in 
the differentiation of murmurs according to their fre- 
quency (as, for instance, in combined heart defects), 
in the insertion of the various murmurs and extrasys- 
toles in the cardiac cycle according to time of occur- 
rence, and in ascertaining hemodynamic measures of 
time (such as transformation time and duration of the 
opening of the mitral valve). 

A. Kiss said that the phonocardiogram may be of 
value in the diagnosis of mitral stenosis by ascertain- 
ing and objectivating a presystolic murmur, a murmur 
of the opening of the mitral valve, or an inaudible 
diastolic murmur. The phonocardiogram may also 
indicate the severity of the stenosis by the determina- 
tion of the transformation time. The presence of a 
kettle-drum-like first heart sound and of the sound 
of the opening of the mitral valve strongly suggest the 
absence of surface-like adhesions of the valves and, 
therefore, good operative prospects. The duration of 
the opening of the mitral valve indicates the amount 
of pressure in the left auricle and in the pulmonary 
artery. The phonocardiographic findings after com- 
missurotomy may remain unchanged despite a good 
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clinical result. The prolongation of the duration of the 
opening of the mitral valve is decisive for the evalua. 
tion of the operative results. 

K. Polzer stated that the phrase “extracardiac mur- 
murs and sounds” refers not only to acoustic phenom- 
ena that are produced by contraction of the heart 
away from the surrounding organs but also to the 
various vascular sounds occurring within the thorax. 
The phonocardiographic appreciation of these phe- 
nomena is justified both by their high incidence and 
by the difficulties in differential diagnosis associated 
with their occurrence. In contrast to the statements in 
the literature, the speaker’s statement indicates that the 
pulmocardiac murmur depends on the respiration. In 
the phonocardiogram it usually appears as a high- 
frequency murmur of short duration, separated from 
the first and second heart sound by a clearly percep- 
tible rest interval. This tracing often shows a pro- 
nounced crescendo-decrescendo character. It can 
easily be distinguished from the intracardiac systolic 
murmurs by its relation to the first sound as well as by 
its short duration. Musical sounds, most of which may 
also be localized mesosystolically, are distinguished 
by a sinus type of vibration. 

The systolic “click” is a special variety of this 
pulmocardiac murmur. Although, as a mesosystolic 
murmur, it often is without specific pathological im- 
portance, it may be, as a delayed systolic murmur, the 
result of an old pericarditis. This “click” is also caused 
by tension of pleurodiaphragmatic adhesions and 
occasionally by pleuropericardial adhesions during 
the systolic retraction of the ventricular wall. During 
auscultation this “click” is recognizable by its special 
sound characteristics close to the ear and is best heard 
over the apex. Generally one can say that a triple 
rhythm that is also heard over the base of the heart 
cannot be caused by a “click.” Furthermore, the glid- 
ing onset of this extra sound is typical in the sense 
that this sound approaches the second heart sound 
with deep inspiration and returns toward the mid- 
systole with maximal expiration. Therefore it was de- 
fined as a systolic extra sound with a gliding onset. 
The pathogenesis of this extra sound explains why it 
becomes louder during expiration and often disap- 
pears completely during inspiration. In the phono- 
cardiogram this narrow high-frequency vibration 
group localizes rather late in systole, about 0.01 to 
0.16 second before the second heart sound. Less often 
it is purely mesosystolic and rarely even in the first 
half of systole. 

From this sound the so-called aortic dilatation mur- 
mur must be distinguished. The latter is, strictly 
speaking, an extracardiac sound. This _presystolic 
aortic clapping, because of its presystolic occurrence, 
can scarcely be distinguished from a splitting or re- 
duplication of the first cardiac sound. It comes at an 
interval of 0.08 to 0.09 second after the first sound 
and can best be recorded over the base and sometimes 
also over the apex of the heart. In the phonocardio- 
gram, an additional vibration group of mixed fre- 
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quency and of about the same amplitude as the first 
heart sound is found. At a high pitch it often is like a 
briet musical sound. This relatively rare auscultation 
phenomenon is found in the presence of an increased 
pressure in the systemic circulation associated with 
simultaneous sclerosis or with dilatation of the aorta. 
Therefore, this aortic dilatation murmur will be re- 
corded in the presence mainly of aortic stenosis but 
also of aortic insufficiency. 

Whereas this murmur does not depend on respira- 
tion, such a dependence is characteristic of the pul- 
monary dilatation murmur that occurs with pulmonary 
hypertension. This murmur may also be due to tension 
of the vascular wall resulting from the pulse wave. 
This murmur usually is separated from the first heart 
sound by an interval of 0.09 to 0.10 second. The 
origin of this presystolic clapping was first attributed 
by Petit to an asynchronous opening of the semilunar 
valves. Many authors have interpreted this murmur 
simply as the opening sound of the semilunar valves 
and have recently emphasized the dependence of this 
extra sound on respiration. It occurs up to 0.14 sec- 
ond after the initial vibrations of the first heart sound 
and 0.03 second after the opening of the pulmonary 
valves; by this, its extracardiac origin, depending on 
the vascular condition, seems to be confirmed. It 
always occurs in pulmonary hypertension, but it is not 
an obligatory sign of hypertension. This pericardial 
friction, as it occurs in circumscribed pericardial proc- 
esses, represents a friction sound that is heard close 
to the ear and is rough and scratchy. Sometimes it is 
called an engine-like murmur when it presents a 
regular 3 and 4-fold rhythm, but this does not always 
occur, as for the most part there is no steady rhythm, 
and the murmur does not depend in any way on the 
cardiac phases. The sudden increase and decrease of 
the amplitude of the sound is typical. 

Venous murmurs occur in patients with anemia. 
They originate in consequence of the accelerated 
blood flow and the formation of whirls in the veins. 
These murmurs may also be heard in patients with a 
normal composition of blood, for example, in the 
presence of a caput medusie. Such murmurs may also 
be observed in the presence of a hypervascular intra- 
thoracic goiter. 

E. Dapek said that the third heart sound is an extra 
acoustic manifestation that is relatively frequent in 
the heart in children. Of 360 children examined, for 
24% the phonocardiogram showed a third heart sound 
best heard over the apex, demonstrable with high 
frequencies, and occurring after the second heart 
sound at an average interval of 0.12 second. Of these 
children with diastolic extra sound, 65% had a com- 
pletely normal heart. 

K. Gerstner stated that patients with acquired 
postendocarditic aortic stenosis had a systolic spindle- 


‘Shaped acoustic picture of the expulsive type, oc- 


curring at least 0.07 second after the starting R wave 
and clearly separated from the first and second heart 
sounds. The murmur is symmetrical, and its maximum 
amplitude, which frequently surpasses that of both 
heart sounds, may be found midway between the two 
sounds. Typically, both the first and the second sounds 
are very weak. This acoustic picture, also called aortic 





FOREIGN LETTERS 791 


stenosis, type 1, is seldom found alone. Such a stenosis 
is associated with aortic insufficiency in most patients. 
The typical holodiastolic decrescendo-like high-fre- 
quency insufficiency murmur closely follows the fading 
systolic stenotic murmur, frequently without the es- 
sentially pronounced second heart sound. If a mere 
postendocarditic aortic insufficiency (without stenosis) 
occurs, a systolic murmur is always found in the 
phonocardiogram associated with the holodiastolic 
insufficiency murmur. The systolic acoustic picture is 
different from that of aortic stenosis. Instead of the 
expulsion sound of the stenosis, a systolic decrescendo 
murmur is found that originates from the end of the 
first heart sound and fades in the second third of the 
systolic sound. This murmur accompanies aortic in- 
sufficiency. Frequently one is surprised by the con- 
trast between the rough and short acoustic impression 
and the clearly demonstrable prolonged systolic acous- 
tic picture. 

A loud systolic murmur can be heard in a combined 
mitral-aortic valvular disease. Phonocardiography can 
indicate whether this murmur corresponds to a mitral 
insufficiency or an aortic stenosis by showing that a 
typical spindle-shaped expulsion sound is present, that 
can, in this case, correspond only with aortic stenosis. 
Its maximum intensity is heard not only over the aortic 
area but also over the apex. If mitral insufficiency is 
present, a systolic decrescendo murmur is observed 
only over the apex. Systolic murmurs that may give an 
acoustic impression similar to the one described are 
present in patients with marked atheromatosis of the 
aorta or aortitis. These, however, differ, with respect 
to the acoustic aspect, from those conditioned by 
stenosis. A systolic decrescendo murmur, frequently 
changing amplitude, has been observed with a me- 
dium. The murmur is similar to the accompanying 
murmur of aortic insufficiency. Furthermore, typical 
changes of the second heart sound may be observed 
in marked sclerosis and aortitis. The second heart 
sound shows a remarkably high amplitude. It is 
widened and filled with sinus-like vibrations. 

Further elucidation can be obtained by phonocardi- 
ography in patients with congenital aortic anomalies 
such as stenosis of the aortic isthmus, subvalvular 
stenosis of the infundibulum or conus arteriosus (sub- 
aortic stenosis), and congenital aortic valvular stenosis. 
In patients with stenosis of the aortic isthmus, a 
spindle-shaped systolic sound picture of an expulsive 
nature is present. In contrast to that of patients with 
aortic valvular stenosis, it usually does not show any 
symmetrical structure but fades in the middle of the 
systole, lying closer to the first than to the second heart 
sound. The first heart sound is normal, but the second 
is abnormally high and somewhat widened. A delayed 
beginning of the murmur is heard in the back of pa- 
tients with stenosis of the aortic isthmus. The two 
systolic sound pictures over the aorta and the back 
can be compared when phonocardiography is carried 
out synchronously with the aid of two microphones, 
one over the point of maximum intensity and the other 
at a site in the interscapular area to the left of the 
midline. In the back, the murmur may be superimposed 
on the second heart sound and may, therefore, co- 
incide with diastole (the so-called delayed sign). The 
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explanation is that it is not the murmur of the stenosis 
which is demonstrated at the back but a vascular 
murmur produced by the formation of a whirl in the 
dilated collateral vessels. This delayed sign is readily 
demonstrable in only 33 to 50% of the patients with 
stenosis of the isthmus. The delayed murmur at the 
back occurs after 0.05 to 0.18 second. Through phono- 
cardiography, stenosis of the isthmus can immediately 
and reliably be distinguished from other stenotic 
changes in the aortic area in a high percentage of 
patients. This is of particular value in children and 
adolescents in whom the usual diagnostic clinical and 
roentgenologic signs may be missing. 

A systolic expulsion sound, similar to that in pa- 
tients with stenosis of the isthmus, is found in the 
phonocardiogram of patients with subvalvular aortic 
stenosis. Here, too, the second heart sound is of large 
amplitude. Aortic stenosis, type 2, is the term assigned 
to this picture, in contrast to that of aortic valvular 
stenosis; but the typical delayed sign is not percepti- 
ble, although a systolic murmur is phonocardiograph- 
ically demonstrable, mostly at the back, in these 
patients. By comparing this murmur with the syn- 
chronously recorded murmur of the aortic region, one 
may find that its start and its culminating point are 
close together, in contrast to the record of stenosis of 
the isthmus. The findings of a stenosis of the conus 
arteriosus cannot be established by the phonocardio- 
gram alone. The phonocardiogram of a patient with 
congenital pure aortic stenosis, a rare disease, is simi- 
lar to that of a patient with postendocarditic aortic 
stenosis. With the complete disappearance of the first 
and second heart sound, the spindle-shaped expulsion 
sound shows a high culminating point. It may be 
present as a conducted sound at the back, but a de- 
layed sign is absent. 


Subdural Hematoma in Nursing Infants.—At the meet- 
ing of the Vienna Society of Physicians on March 15, 
K. Holub reported on two infants with chronic sub- 
dural hematoma. The speaker believes that treatment 
by use of a trephine opening for washing-out and 
suction drainage of the hematoma is sufficient. The 
decision whether the cystic membrane should also be 
excised should be carefully considered in each case. 
Chronic subdural hematoma in nursing infants is fre- 
quently associated with atypical symptoms which, 
therefore, are easily missed. K. Kundratitz agreed with 
Holub concerning the possibility and, occasionally, the 
necessity of operation for subdural hematoma. This 
disease is not rare in infants and frequently occurs as 
a prenatal or perinatal lesion. Localizing signs and 
symptoms are not always present. Cramps, spasms, 
opisthotonos, disturbances of respiration and circula- 
tion, whimpering, and tense fontanels frequently indi- 
cate subdural hematoma. In infants with these symp- 
toms, the hematoma may be aspirated through the 
fontanel. Amounts of blood up to 75 cc. may be 
removed at one time. In some, this produces permanent 
cure, but if no improvement results and cerebral dam- 
age is imminent or already present, the infant must be 
operated on at once if irreparable damage is to be 
prevented. 
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Use of High-Speed Centrifuges in Hospitals.—At the 
same meeting, K. Fellinger reported on the possibilities 
of using high-speed centrifuges producing a gravita- 
tional field of almost 300,000 accelerations of gravity in 
a high vacuum with 60,000 revolutions per minute in 
the hospitals. The carrying out of analyses of the sedi- 
mentation and measurements of the flotation, as well as 
the separation of the individual protein components in 
the fluids of the body, is possible with this machine. 
Two patients with plasmacytoma, in whom Walden- 
strém’s syndrome could be differentiated with the aid 
of the sedimentation analysis, were reported on. 


BRAZIL 


Inguinal Hernia in Childhood.—Dr. V. C. Pinto ( Pedi- 
atria pratica, January, 1957) reports on a series of 
2,000 infants and children who had inguinal hernia 
and who ranged in age from 6 hours to 15 years. The 
author advocates high ligature of the hernial sac and 
musculoaponeurotic suture on a prefunicular plane. 
In view of the absence of recurrence or complications 
in these patients, the author concludes that early re- 
pair with the use of an adequate technique is the best 
treatment of inguinal hernia in childhood. 


Cardiac Deaths.—At a meeting of St. Luke’s Medical 
Society of Sao Paulo in April, Dr. Dante Pazzanese 
said that cardiac deaths could be classified as due to 
(1) angina, (2) ventricular fibrillation, (3) cardiac 
arrest, or (4) atrioventricular block. Each category is 
associated with characteristic electrocardiographic 
changes. The other acute accidents connected with the 
circulatory system, such as vasovagal and vagovagal 
crisis, peripheral shock, orthostatic collapse, and par- 
oxysmal tachycardia, either do not appear severe or 
the severity depends on the central cardiac manifesta- 
tions, as in peripheral collapse, always ending in one of 
the four categories mentioned above. In vasovagal 
crisis, there is a fall of blood pressure and a low heart 
rate with unconsciousness for several minutes. In vago- 
vagal crisis, there is a great excitation of the vagus 
with bradycardia, usually due to complete heart block. 
In orthostatic collapse, there is a great fall in the sys- 
tolic and diastolic pressure in changing from the re- 
cumbent to the upright position. In paroxysmal tachy- 
cardia, the rate of the ventricular beats is usually 
around 200. In peripheral shock, an accentuated fall of 
venous pressure is pathognomonic. There are syncopal 
attacks with an imperceptible pulse, as those of aortic 
stenosis, and some attacks with no noticeable modifica- 
tions of the heart rate that seem to be connected with 
a factor involving the central nervous system. Except 
for paroxysmal tachycardia, which is usually mild, at- 
tacks of syncope do not depend on the heart but origi- 
nate in the peripheral vessels, in most cases through a 
reflex mechanism. 

Angina pectoris is the most common and slowest 
cause of cardiac death. The electrocardiogram is char- 
acterized by progressive slowing of the rhythm, ectopi¢ 
beats, and changes in the ventricular complex. The 
origin of the stimulus is sometimes in the sinoatrial 
node and sometimes in the branches; the ST segment 
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is displaced, the T wave becomes negative, and later 
there is a lessening of the amplitude of the ventricular 
complexes. In a case of sudden death occurring while 
the electrocardiographic tracing was being made, the 
electrical activity still persisted for 25 minutes after 
the apparent death. The most important characteristic 
of ventricular fibrillation is the rapid heart rate. In the 
electrocardiogram there are rapid, irregular, and bi- 
zarre ventricular complexes. The onset is sudden, with 
unconsciousness and convulsions. The speaker ob- 
served a patient with a form of ventricular fibrillation 
that was very similar to paroxysmal tachycardia and 
was associated with unconsciousness and convulsions. 
In another patient there was no loss of consciousness. 
The patient had myocardial infarction and died in six 
hours. Ventricular fibrillation seems to be the most 
common form of true cardiac death. It has been de- 
scribed in patients with angina, myocardial infarction, 
wounds of the heart, accidental electrocution, Ameri- 
can trypanosomiasis, myocarditis, complete heart 
block, and digitalis, quinidine, epinephrine, and chlo- 
roform poisoning. In all these cases, however, death 
from angina cannot be excluded. 

The speaker found no reference to an electrocardio- 
graphic tracing of a patient who died suddenly of 
cardiac arrest, but tracings have been obtained in pa- 
tients with transitory arrest associated with loss of 
consciousness or convulsions. These tracings are char- 
acterized by the sudden stopping of all mechanical 
and electrical waves. In patients with atrioventricular 
block, loss of consciousness or convulsions are accom- 
panied by the ventricular arrest only, with the auricles 
continuing to contract. The four mechanisms of car- 
diac death described may appear singly or in combina- 
tion. Electrocardiographic activity may be manifest as 
long as 25 minutes after a patient is clinically dead. In 
a patient with respiratory paralysis who was being 
given artificial respiration, cardiac sounds were audible 
and the electrocardiogram was normal except for 
tachycardia. 


INDIA 


Diffuse Scleroderma.—G. B. Sinha (Journal of the 
Indian Medical Association, March 16, 1957) states 
that, although the skin changes seen in diffuse sclero- 
derma are most prominent, the disease is now known 
to be protean in its manifestations involving mesenchy- 
mal tissue. Gastrointestinal, cardiac, pulmonary, pleu- 
ropericardial, renal, and soft tissue changes have also 
been described. The author reports nine cases (three 
male and six female). The age of onset was earlier 
than reported so far, the oldest patient being 24 years 
of age. Skin changes were the first to be noted by all 
the patients, except one in whom thickening of the 
mucosa of the palate was the earliest change noticed. 
Thickening of the skin was associated with hyper- 
pigmentation in most patients. Tingling of the extremi- 
ties was present in three. Other complaints were 
weakness, fatigue, and loss of weight. Raynaud's syn- 
drome was present in six patients. The skin changes 
were characteristic, consisting of thickening and 
hardening. The fingers were affected most in four 
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patients. They were thin and tapering, and the skin 
was thick, taut, without wrinkles, and stretched, thus 
restricting movement of the fingers. In two patients 
the skin of almost the entire body was affected; three 
patients had anemia; and in five the sedimentation rate 
was elevated. Roentgenograms in four patients taken 
after a swallow of barium revealed stasis and arrest to 
passage of the meal at the lower end of the esophagus; 
these patients had not complained of dysphagia. A 
roentgenogram of the chest showed pulmonary fibrosis 
in one patient. No calcification of soft tissue was seen 
in the roentgenograms, and those of the fingers showed 
tapering of the terminal phalanges, with loss of cortical 
bone in two patients. Biopsy specimens of the skin 
showed diffuse sclerodermal changes. Corticotropin 
and cortisone were given to two patients, with marked 
relief in one. 


Pasteur Institute, Coonoor.—The new golden jubilee 
block of the Pasteur Institute, Coonoor, was opened by 
the Minister of Health in April. Speaking on the occa- 
sion, she said that the government was considering a 
proposal to establish a comprehensive institute for 
the study of virology in all its aspects in order to 
combat the virus problem, which, in recent times, 
has assumed an enormous and alarming significance. 
The government plans to create different centers for 
virus research in various research institutes and medi- 
cal colleges. 


Pathogenesis of Anemia in Cirrhosis of Liver.—T. N. 
Malhotra (Indian Journal Medical Sciences, February, 
1957) states that anemia is frequently associated with 
cirrhosis of the liver but that the pathogenesis of this 
anemia is obscure. Though the three types of anemia 
(normocytic, microcytic, and macrocytic) occur, the 
macrocytic type predominates and superficially re- 
sembles pernicious anemia. Microcytic hypochromic 
anemia has been ascribed to chronic blood loss, but 
such hemorrhagic episodes as those from esophageal 
varices are not an essential factor in the causation of 
anemia, for it is seen even in the absence of these 
hemorrhages. Hemodilution due to plasma hypervole- 
mia has been suggested as the responsible factor in 
the causation of anemia in cirrhosis. Thirty-two pa- 
tients with cirrhosis of the liver were thus studied and 
the blood and plasma volumes determined in order to 
find out whether hemodilution plays any role in the 
production of anemia. The diagnosis was confirmed 
histologically in 22 of the 32 patients. The total blood 
and plasma volumes were found to be increased in 
most of these patients. As the average total erythrocyte 
volume remained normal, it is thought that a more 
severe degree of anemia is suggested than actually 
exists. The anemia in patients with cirrhosis of the 
liver is thus more apparent than real in most cases. 


Intracarotid Injection of Tolazoline in Cerebral 
Thrombosis.—Grant and Bhagwat (J. A. Phys. India 
5:1, 1957) report a series of 12 cases of cerebral throm- 
bosis treated with intracarotid injections of tolazo- 
line (Priscoline) and 12 controls treated with 
intravenous injections of aminophylline and nicotinic 
acid. Only early cases of cerebral thrombosis with a 
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duration of 1 to 15 days were selected for the study. 
Patients with cerebral hemorrhage were excluded. 
The drug was injected into the internal carotid artery 
on the side of the lesion. One injection was given daily 
for 15 days. A neurological examination was done 
daily, immediately before and after the injection was 
given. Results were assessed according to the amount 
of tone and power in the lower limb on the paralyzed 
side before, during, and after treatment. Patients were 
observed for three weeks and the results compared 
with those of the controls. Over 50% in the tolazoline- 
treated group showed a remarkable improvement as 
opposed to the insignificant change in the control 


group. 


NORWAY 


Ornithosis.—Although ornithosis is known to attack at 
least 70 species of bird, it was unknown in Norway 
till 1955 when the first cases were reported. Since then 
a watch has been kept for this disease at the Gade 
Institute in Bergen, complement-fixation tests being 
carried out for its detection in obscure cases of lung 
infiltration. Already 14 cases have been discovered by 
Drs. Huseklepp and Oeding (Nordisk medicin, March 
7, 1957). In none of these cases could birds be in- 
criminated as the source of infection, and it is probable 
that in some cases, at least, the infection was trans- 
mitted from man to man. This was most likely with 
regard to three soldiers who suffered from epidemic 
virus pneumonia characterized by dry cough and 
signs of pulmonary infiltration. None of the patients 
had cold agglutinins in the blood. In one patient in 
whom the complement-fixation test had a high titer, 
the diagnosis was obscured by an erythema no- 
dosum-like rash suggestive of tuberculosis, but tuber- 
culin tests were negative and no tubercle bacilli 
could be grown on culture. The authors stress the 
limitation of their knowledge of the complement- 
fixation test in connection with ornithosis and suggest 
that until more is known of its specificity it may be 
well to assume that any positive reaction is indicative 
of infection with an ornithosis virus. They add that it 
may be advisable to distinguish between patients with 
proved contact with birds, those with primary atypical 
pneumonia without contact with birds, and _ those 
without pneumonia or contact with birds. 


Hypersensitivity to Chlorpromazine.—Because the 
nursing staff of the Neevengaard mental hospital in 
Bergen had been troubled to a large extent by chlor- 
promazine allergy, Dr. G. Hévding ( Nordisk medicin, 
March 21, 1957) examined the 61 nurses and orderlies 
employed in the hospital. Patch tests were made with 
solutions of chlorpromazine in the strengths in clinical 
use (2.5% and 0.5%). The tests were read after 24, 
48, and 72 hours. Each person thus tested answered 
a questionnaire in regard to the number of injections 
of the drug given, duration of exposure, prophylactic 
measures taken, subjective symptoms, and any previ- 
ous history of eczema. None of the seven who had 
handled the drug only in tablet form was found to be 
allergic. Of the 28 who had come into direct contact 
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with the drug when preparing it for injection, 23 had 
negative patch tests. These tests were also negative in 
the 33 persons who had not been in direct contact with 
the drug. In addition to the five who showed positive 
skin tests, there were eight who suffered from itching 
of hands, forearms, and face in close relationship to 
their handling the drug. Only 2 of the 28 exposed to 
contact with the drug had used gloves when at work, 
and one of them had a positive patch test. All the 26 
who had had nothing to do with chlorpromazine but 
had been in touch with patients receiving it showed 
no signs of chlorpromazine allergy and thus gave no 
support to the concept that mere contact with chlor- 
promazine-treated patients may provoke hypersensi- 
tivity to the drug. Hévding recommends acquainting 
the nursing staff with the risks of acquiring hyper- 
sensitivity to chlorpromazine, the administration of 
which should as far as possible be limited to tablets. 
Other precautions should be based on the principles 
applied to streptomycin. 


Treatment of Labyrinthine Hydrops.—At a meeting of 
the Norwegian Neurological Society in Oslo, Dr. C. 
Wille stated that 126 of a series of 216 patients with 
labyrinthine hydrops were treated with nicotinic acid, 
44 with dihydroergotamine, and 46 with Hydergine. 
A questionnaire was sent to these patients, and they 
were asked to indicate the frequency, amplitude, and 
duration of their attacks. Data were also requested in 
regard to tinnitus and hearing. In some patients the 
degree of hearing was determined by audiometry. The 
answers showed that none of the three drugs had a 
definitely curative effect. The best symptomatic re- 
lief, both with regard to giddiness and tinnitus, was 
achieved by nicotinic acid, which was not only more 
effective but much less expensive than the other two 
drugs. The symptomatic relief was better with pure 
nicotinic acid than with its compounds. The benefits 
could be credited to psychic as well as to somatic 
factors. The improvement effected by nicotinic acid 
had become stabilized after four or five years. The 
other two drugs may be tried in patients in whom 
psychic factors are important. 


UNITED KINGDOM 


Schoolboy Smoking.—Of 307 pupils, aged 11 to 15 
vears, in a school for boys, 32% smoked cigarettes reg- 
ularly, according to a A. Parry Jones (Lancet 1:631, 
1957). His survey showed that of the 32 11-year-old 
boys, 22 had already tried smoking, and 12 said that 
they had smoked before entering the school. One 
claimed that he had first smoked at 6 years and several 
at 7 years of age. The amount smoked varied widely. 
One 13-year-old boy regularly smoked over 30 ciga- 
rettes a week, and two 14-year-old boys smoked over 
40 a week. Few in the younger age groups smoked 
more than five a week, but the consumption tended to 
increase with age. Certain tobacconists in the town 
sell cigarettes singly, and it was from these sources 
that many obtained their supplies. Whether these 
figures are typical of the country as a whole is not 
known. The type of school surveyed here serves a 
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predominantly working-class area, where many of the 
senior pupils work outside school hours. Consequently, 
the results of this survey may be abnormally high as 
compared to figures for the whole country. Jones, 
however, urges a program of school lectures on the 
dangers of cigarette smoking, and asks for a stricter 
enforcement of the law forbidding the sale of ciga- 
rettes to juvenlies. 


Poisoning Fatalities.—In 1955, in England and Wales. 
727 suicidal deaths (396 woman and 331 men) were 
due to poisoning. Of these, 595 were due to the taking 
of analgesics and soporifics, and in this group there 
was a definite preponderance of women (354 women 
and 241 men), whereas of the suicides due to other 
poisons, there was a preponderance of men (42 
women and 90 men). Barbiturates accounted for most 
of the deaths in the first group, but aspirin was re- 
sponsible for 141 (83 women and 58 men). In the 
second group, cyanide headed the list (1 woman and 
25 men), and lysol came next, being responsible for 
17 deaths (8 women and 9 men). Of the 321 deaths 
by accidental poisoning, 28, or 9%, were in persons 
under 15 years of age. 


“Operation Sesame.”—On June 5, 1956, the last closed 
ward at the Central Mental Hospital, Hatton, was 
opened, so that now any of the 1,380 patients is free 
to walk out if he wants to do so. In reporting this 
event, Dr. Edward S. Stern, the superintendent ( Lan- 
cet 1:577, 1957), notes that the hospital has no main 
gates. It is surrounded by farmland, with ordinary 
hedges and fences and 20 open gates in them. Nearby 
there is a canal and main railway line. At first there 
were several escapes, but now there are fewer. These 
do not give rise to as much anxiety as before, because 
none of the patients are antisocial. To prevent escapes, 
a new technique in mental nursing is needed; known 
absconders must be occupied constantly and kept 
interested. There has been no notable trouble involv- 
ing local residents or police, nor do the patients annoy 
staff or visitors at the hospital. The advantages have 
been abundant and are increasing. The whole staff- 
patient relationship is transformed. Nurses are no 
longer regarded as turnkeys. Seclusion of patients in 
a locked room, formerly common, has almost ceased 
and is practically confined to patients who have just 
been admitted. Violence, resistance, and hostility have 
virtually disappeared. Patients have learned to be in- 
dependent and responsible. Their behavior with 
strangers or at a party is exemplary, or at least better 
than that of the general public. 

The strain of nursing has been less since patients 
have been removed from the wards for periods of the 
day. When they were massed together in a locked 
room it was common for fights and window-smashing 
to occur, especially in bad weather. The dormitories 
have been opened so that patients can go to bed when 
they like and can use the latrine, which is open at 
night. This has done away with the use of chamber- 
pots, dangerous both as weapons and as a means of 
spreading intestinal infection. The bathrooms are open 
and key taps have been dispensed with. The open- 
door system does not mean merely dispensing with 
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locks. It means the provision of interests and reedu- 
cation for the patient, respect for his dignity as a per- 
son, and friendliness to him in all his needs. 


New Fellows of the Royal Society. — Among the 25 new 
members of the Roval Society are several workers in 
medical or ancillary fields. Prof. John McMichael, of 
the Postgraduate Medical School, was elected for his 
contributions to cardiology, particularly the mecha- 
nism of heart failure and cardiac catheterization. Prof 
C. L. Oakley, of Leeds University, was recognized for 
his investigations on anaerobic bacteria and their anti- 
genic relationships. Much of his work has had practical 
application to the development of antitoxins and pro- 
phylactic serums. Dr. E. Lester Smith, senior biochem- 
ist at the Glaxo Laboratories, became a fellow because 
of his isolation of vitamin B,. contemporaneously with 
a team working in the Merck Laboratories at Rahway 
Dr. Smith was also concerned with the extraction and 
development of penicillin. Prof. Saul Adler, another 
new fellow, has done research on the transmission of 
leishmaniasis. Prof. B. Mendel once worked in War- 
burg’s Institute, where he helped to establish some of 
the steps in the Embden-Meyerhof cycle. He later 
worked at the Banting Institute, Toronto, where he 
showed that there are two types of cholinesterases. 
the true one that acts on acetylcholine in vivo and the 
pseudocholinesterase that acts on other choline esters. 


Failure of Penicillin to Control Pulmonary Infection.— 
Penicillin has been widely used for many years to re- 
duce the incidence of postoperative pulmonary infec- 
tion. It has often been doubted that penicillin is 
effective for this purpose when used prophylactically, 
and now Griffiths has produced evidence to show that 
it is not (Brit. M. J. 1:803, 1957). He compared two 
groups of patients recovering from operations, exclud- 
ing emergencies. The operations included were all 
those done by the general surgeon, Postoperative phys- 
iotherapy was standardized for both groups, one of 
which was given 300,000 units of procaine penicillin 
G, 100,000 units of crystalline penicillin G, and 200,000 
units of benzathine dipenicillin G just before the oper- 
ation. The patients in the other group received no anti- 
biotic. Each group consisted of 220 patients. All pa- 
tients were examined before operation and daily 
thereafter for three days, and they were graded into 
the following categories: (1) normal; (2) cough with 
no sputum or physical signs; (3) cough with sputum 
and no physical signs; (4) cough, sputum, and physi- 
cal signs of infection; and (5) presence of a definite 
lesion such as atelectasis or consolidation. The results 
showed that the penicillin-treated group did, in fact, 
have slightly fewer postoperative pulmonary compli- 
cations, but the difference between the two groups was 
not significant. 


Human Antihemophilic Factor.—Attempts to separate 
the antihemophilic factor from plasma have been ham- 
pered until recently by lack of an assay method. Using 
a method based on the change induced in the pro- 
thrombin-conversion ratio of an artificial hemophilic 
substrate by the addition of substances having anti- 
hemophilic activity, Kekwick and Wolf obtained a 
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concentrate of human antihemophilic factor that arrests 
internal and external bleeding in hemophiliacs and per- 
mits surgical operations without abnormal bleeding 
(Lancet 1:647, 1957). The active preparation was ob- 
tained by precipitation of ice cold normal plasma with 
ether, refractionation of the precipitate by dissolving 
it in a saline-citrate solution, reprecipitation, and fi- 
nally redissolving in the saline-citrate solution. The 
solution was then freeze-dried, the dried material 
having not less than 85% of the activity of the starting 
material and a potency of 20 to 25 times that of fresh 
plasma. Activity was retained for several months. Trials 
were made on six hemophiliacs who had hemorrhages 
into the stomach and joints or who were undergoing 
radical operations or dental extraction. It was found 
possible to increase the antihemophilic factor in the 
blood of these patients to within normal levels (8 to 18 
units) and to arrest bleeding. The advantages claimed 
for the new preparation are that, since it is not de- 
rived from lower animals, it is nonallergenic and the 
relatively small volume of material prevents overload- 
ing of the circulation. Kekwick and Wolf hope to 
achieve a further 10-fold purification in the prepara- 
tion, so that the activity of 1 liter of fresh plasma could 
be injected into a volume of 10 ml. 


Micrococcic Bronchopneumonia.—Gresham and Glee- 
son-White examined histologically and bacteriologi- 
cally the lungs (removed at autopsy ) of 60 debilitated 
patients in whom a pulmonary infection had been 
suspected (Lancet 1:651, 1957). In 14 of these pa- 
tients, although a heavy growth of coagulase-positive 
Micrococcus pyogenes var. aureus was obtained from 
the lungs, the histological appearance of the pulmo- 
nary lesions differed from those seen in the lungs of 
patients dying of micrococcic pneumonia. Instead of 
multiple foci of necrosis scattered throughout the lungs 
and progressing in places to frank abscesses, most of 
the affected bronchioles and alveolar ducts were in- 
tact but surrounded by extensive areas of hemorrhagic 
edema. There was, in fact, a striking resemblance be- 
tween the microscopic appearance of these lesions and 
that of those found in patients with epidemic influenza 
and dying of fulminating secondary micrococcic bron- 
chopneumonia. Lung infection was suspected during 
life in only 4 of the 14 patients. The average age of 
these debilitated patients was 60 years, although two 
were in their 20's. These two died from pneumonia 
after peritonitis and carbon monoxide poisoning, re- 
spectively. The pattern of resistance to penicillin, 
streptomycin, and chlortetracycline shown by the 
strains of M. pyogenes var. aureus isolated from the 
lungs of the patients showed that the strains resulted 
from infection in the hospital. The rapidly increasing 
number of antibiotic-resistant organisms of all kinds 
in hospitals suggests that micrococcic pneumonia is 
likely to become one of the most serious of the cross- 
infection hazards facing the hospitalized debilitated 
patient, The authors call for a reassessment of the use 
and dangers of oral sprays, the passage of tubes 
through the nasopharynx, and the use of drugs de- 
pressing the cough reflex in sick and debilitated 
patients or just after an operation. 


J.A.M.A., June 15, 1957 


Mecamylamine Ileus.—Ileus due to the use of such 
blood pressure-lowering drugs as mecamylamine 
hydrochloride has been described by Grant and Boyd 
(Lancet 1:713, 1957). This drug, a secondary amine. 
was introduced in 1956 as an improvement on the 
quaternary ammonium compounds, hexamethonium 
and pentolinium tartrate, both of which affect the 
eyes and the intestines as well as lowering the blood 
pressure. Grant and Boyd state that in a single month 
they saw two patients with ileus resulting from treat- 
ment with mecamylamine hydrochloride admitted as 
surgical emergencies in the same hospital. In one 
patient the condition was thought to be paralytic ileus 
or mechanical obstruction low in the small intestine 
or colon, After 12 hours of conservative treatment a 
laparotomy was performed and the small intestine 
was found to be distended down to the ileocecal junc- 
tion and the descending colon had collapsed. The pa- 
tient died on the fourth postoperative day. The second 
patient recovered after conservative treatment. Grant 
and Boyd state that there is no reason to believe that 
the essential actions of mecamylamine hydrochloride 
are any different from those of the hexamethonium 
group. They suggest that the administration of gangli- 
onic blocking drugs should be controlled and that, in 
cases of ileus, inquiry should be made to see if the 
patient has been treated with antihypertensive drugs. 


The United Oxford Hospitals.—A subcommittee of the 
board of governors of the United Oxford Hospitals 
has planned an expansion of the group of eight hospi- 
tals, which were combined administratively in 1948 
under the National Health Service. The total number 
of beds is now 1,260, providing a population of 1,500,- 
000 people with medical and surgical services. The 
plastic surgery and neurosurgery units may serve as 
many as 5 million. The Radcliffe Infirmary, the oldest 
of the group of hospitals, dates back to 1770. Twenty 
years ago Lord Nuffield established the Nuffield chairs 
of medicine, surgery, obstetrics and gynecology, and 
anesthetics in the University of Oxford. Later he 
endowed a chair of orthopedics at the Wingfield- 
Morris Hospital, and the Nuffield Provincial Hospitals 
Trust established the professorship and department of 
plastic surgery. The Radcliffe Infirmary is to be en- 
larged, the bed capacity to be increased from 498 to 
733 beds. The existing departments and professorships 
are to be integrated, and new laboratory buildings are 
to be erected. An effort will be made to bring the 
general practitioner into closer contact with the hos- 
pitals. The department of anesthetics is to have a new 
building, and a new block will be built for outpatients. 
The capacity of the Churchill Hospital will be in- 
creased from 283 beds to about 440, and neurological, 
respiratory, and dermatological units will be estab- 
lished there. The Slade Hospital will be used for 
convalescent patients, and the elderly sick will be tak- 
en in the Cowley Road Hospital. The latter is being 
converted into a modern geriatric unit. It is hoped to 
improve teaching facilities so that many Oxford 
medical students can take the whole of their training 
in the Oxford hospitals. At present most of them are 
forced to go to London or other large towns for theit 
clinical training. 
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METABOLIC STIMULANTS 

To the Editor:—The discovery of the efficieney- ef -so- 
dium liothyronine (-triiodothyronine ) as a metabolic 
stimulant has been followed by the concept of meta- 
bolic insufficiency, which is presumed to be related to 
failure of peripheral response to thyroxin (.-tetra- 
iodothyronine ). This concept is a useful one on which 
to base further fundamental studies, but has, in our 
opinion, been used prematurely as a basis for therapy. 

The preliminary report entitled “Treatment of Meta- 
holic Insufficiency and Hypothyroidism with Sodium 
Liothyronine,” by Elmore M. Fields, M.D. (J. A. M. A. 
163:817-821 [March 9] 1957) illustrates an application 
of this concept to clinical therapeutics. We believe the 
following comments are worthy of consideration: 

1. The presence or absence of hypothyroidism could 
have been better documented. Unless delayed bone 
age is also behind height age (Talbot, N.B., and others: 
Functioning Endocrinology from Birth Through Ado- 
lescence, Cambridge, Mass., Harvard University Press, 
1927, p. 13), it is not good evidence for hypothyroid- 
ism or lack of effectiveness of circulating thyroxin. 
Other disorders are likewise characterized by appar- 
ently delayed bone age, among which are disturbance 
in endochondral ossification, nutritional failure, and 
chronic infectious states. It may be argued that these 
cases are unresponsive to thyroid hormone, but this 
has not been proved. 

The blood protein-bound iodine level was deter- 
mined in only 25% of the patients. Our experience has 
been that this test can be well correlated with the clin- 
ical impression of hypothyroidism when the following 
revised protein-bound iodine interpretations are made: 
0-3.9 meg. per 100 cc., hypothyroid; 4.0-5.5, suspi- 
cious; 5.6-8.0, euthyroid; over 8.0 hyperthyroid (Com- 
mons, R.R.: Clin. Res. Proc. 4:208 [Sept.] 1956). Many 
patients who might otherwise be classed as examples of 
“metabolic insufficiency” will be more properly classed 
as hypothyroid with the aid of carefully determined 
blood iodine levels. 

A note of caution may be injected here. Some goi- 
trous cretins or hypothyroid individuals may have a 
normal protein-bound iodine level but will show a low 
blood butanol-extractable iodine level. These individ- 
uals have difficulty synthesizing thyroid hormone to 
completion (Stanbury, J. B., and others: J. Clin. En- 
docrinol. 16:848 [July] 1956). The uptake of radioac- 
tive iodine will often be elevated in these instances, 
due to failure of the incomplete circulating hormone 
to inhibit pituitary release of thyrotropin. Cases of this 
type should not be considered as due to peripheral 
failure, 

2. The dose of thyroid hormone or thyroxin could 
have been adjusted upward to tolerance before aban- 
donment. Fields stopped his dose of thyroid at 3 grains 
(192 mg.) and of thyroxin at 0.2 mg. daily. It is not 
stated whether this was an arbitrary stopping point or 
whether increased dosages were found not to be toler- 
ated. Our experience shows that when the protein- 





bound iodine has been consistently increased to levels 
greater than 7.0 mcg. a clinical response is evident 
The required dose of thyroxin averages 0.4 mg. daily 
but may be higher. One has the impression that the 
dose of liothyronine was pushed to tolerance but not 
the dose of thyroxin or thyroid hormone. It is con 
ceivable that this procedure would have produced re- 
sults as satisfactory as those ascribed to the liothyro 
nine, and, if so, maintenance of improvement would 
have been easier than with a short-acting preparation 
such as liothyronine. 

3. Many of the results reported are those which do 
not lend themselves well to objective measurement. 
Parents are not reliable objective observers of their 
own children, and could easily be convinced that a 
new form of therapy is producing marked changes. 
Children also may be stimulated to a greater interest 
in their surroundings, better application to their school 
work, and more thorough care of their skin and hair 
by a cheerful, optimistic attitude on the part of those 
about them. It is not possible to correlate the improve- 
ment with changes in protein-bound iodine level be- 
cause of the depression of protein-bound iodine by 
liothyronine. This is in contrast to the child treated 
with thyroxin, whose dose levels correlate rather well 
with the protein-bound iodine level (Commons, ibid. ). 

4. The percentage of excellent results in the meta- 
bolic insufficiency cases is 55%, and in the hypothyroid 
cases 58%. It would be interesting to know what the 
percentage of results would be with thyroxin admin- 
istered in a similar fashion. 

5. The patients now being placed in the metabolic 
insufficiency group are those whose conditions plague 
the diagnostic acumen of physicians. These patients 
have symptoms of allergy, neurosis, social maladjust- 
ment, and nutritional disturbance. 

We should like to raise a warning against uncritical 
acceptance of the concept cf metabolic insufficiency, 
as it may easily become a diagnostic wastebasket. Ef- 
forts to prove the existence of inefficient utilization of 
thvroid products at the cellular level are in order, and 
reports such as those of Dr. Fields should be consid- 
ered truly preliminary. 

Rosert R. Commons, M.D 
Lorew T. DeEWrnp, M.D. 
1136 W. Sixth St. 

Los Angeles 17. 


This letter was referred to the author of the article, 
who replied in part as follows: 


To the Editor:—The authors of the letter are complete- 
ly justified in their constructive criticism of hypometab- 
olism or metabolic insufficiency. However, my paper 
was only a preliminary report and primarily one con- 
cerning the use of the thyroid hormone in infants and 
children. Follow-up studies, which appeared in the 
form of an exhibit at the American Academy of Pedi- 
atrics meeting in October, 1956, gave more complete 
and detailed information. The average dose of thyroxin 











798 CORRESPONDENCE 


was 0.4 mg. daily and thyroglobulin was 3 grains daily. 
The maximum dose for each patient was determined 
by his individual tolerance, so that the clinical response 
and results reported, even though not purely objective 
(and I have made allowances for the objectivity of the 
parents ) were only partially interpreted. The more im- 
portant clinical changes which denoted improvement 
were the objective signs that were recognized clinically 
by the physicians and myself, and these included 
changes in the skin, hair, peripheral circulation, joint 
involvement, bowel function, and measurable improve- 
ments in height age and bone age and the status on 
the Wetzel grid. 

I heartily agree with the authors of the letter in their 
forceful warning against accepting the concept of 
“metabolic insufficiency.” In children it is a little more 
apparent to make this diagnosis than in adults. It is 
only after judicious and discriminating study in each 
patient that a very adequate and acceptable diagnosis 
is established. Once the diagnosis of metabolic insuffi- 
ciency is proved, then the response to therapy is judi- 
ciously evaluated. 

Since mv report is purely a preliminary one, I quite 
agree that future investigations will clarify our present 
concept of metabolic insufficiency. I strongly urge that 
medical practitioners be advised about the vitfalls of 
using thyroid products iniudiciously and indiscrimi- 
nately and that they should be very specific in the use 
of thyroid hormones in the hypometabolic state. 


Evmore M. Fievps, M.D. 
536 Front St. 
Hempstead, N. Y. 


HELP FOR HUNGARIAN PHYSICIANS 


To the Editor:—I am grateful to the American govern- 
ment and to our colleagues here in America for the 
wonderful help which they have accorded me in emi- 
grating to the U. S. A. I am impelled however, by my 
conscience, to write to yeu to thank vour medical asso- 
ciations and the hundreds of American physicians who 
have indirectly made it possible for me to come here. 

After my perilous flight from Hungary I arrived in 
Vienna penniless and the world and my future pros- 
pects looked black for me, indeed. In Vienna, however, 
I received a new impetus for life and living primarily 
because of the wonderful way in which the American 
Medical Society in Vienna received me and all of my 
colleagues who had fled from Hungary. The American 
Medical Society informed us that the funds which we 
received from them had come from your association 
and other medical associations such as the New York 
Medical Society, Hawaiian Medical Society, and from 
hundreds of individual physicians who have thought 
of us in our plight and had sent money to Vienna speci- 
fically for our help. 

We received aid from many sources, but none was 
so personal and humane and so generously given as 
that which we received from the hands of the Ameri- 
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can Medical Society. To all of our medical colleagues 
in the U. S. A., I wish in this way to thank you from 
the heart for the wonderful manner in which you made 
it possible for me to find renewed courage and morale, 
after my flight into Austria. To you all, and also to 
Mrs. Engel of the American Medical Society in Vienna, 
I thank you from the bottom of my heart for having 
made it possible for me and my family to come to this 
beautiful country. 

Dr. Livia Hepvic Rev 

Marine Biological Institute 

Woods Hole, Mass. 


TRIBUTE TO BYRL RAYMOND KIRKLIN 


To the Editor:—I am writing to you and to the editor 
of Radiology asking if I might, through the courtesy 
of your journal, pay tribute to the late Dr. Byrl Ray- 
mond Kirklin of the Mayo Foundation, Rochester, 
Minn., for his great contributions, not only during the 
period of World War II but in the years which fol- 
lowed. His recent death saddens the many friends in 
the Army Medical Service. 

During World War II Dr. Kirklin served as the 
senior consultant in radiology, surgical consultant divi- 
sion, Office of the Surgeon General of the Army. 
Among his many contributions, his wide knowledge 
of educational facilities throughout the nation served 
to formulate the greatly expanded educational and 
training programs necessary to the war effort. Dr. 
Kirklin’s contributions during the war period have 
been reflected in their lasting effects during the peace- 
time years and especially during the Korean conflict. 
I express the deep appreciation of the entire Army 
Medical Service for the professional contributions and 
the friendly and personal leadership afforded by Dr. 
Kirklin in his many years of service. 


Mayor Gen. S. B. Hays 
The Surgeon General 
Department of the Army 
Washington 25, D.C. 


RAUWOLFIA SERPENTINA FOR 
CHRONIC ALCOHOLISM 
To the Editor:—The first sentence of the article “Use of 
Reserpine (Serpasil) in the Management of Chronic 
Alcoholism,” by Wells, in THE Journat, Feb. 9, page 
426, is inaccurate, as reserpine (Serpasil) was never 
used by Wilkins and Judson (New England J. Med. 
248:48-53 [Jan. 8] 1953) but Serpina (Himalaya Drug 
Co. Ltd., Bombay, India), a preparation containing 
all alkaloids and not only one alkaloid of Rauwolfia 
serpentina. 
Dr. K. S. DHARADHAR 
Scientific Department 
W. T. Suren & Co. Private Ltd. 
Post Box 229 
Bombay 1, India. 
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MEDICOLEGAL ABSTRACTS 


Governmental Hospitals: Liability for Negligence of 
Nurse—“Respondeat Superior.”"—The plaintiff filed an 
action for damage for injuries allegedly caused by the 
administration of an intravenous injection by a nurse 
employed in a nonprofit hospital operated by the 
defendant, the city of New York. The trial court dis- 
missed the complaint and entered judgment for de- 
fendant, so the plaintiff appealed to the Court of 
\ppeals of New York. 

The plaintiff, having been admitted to the hospital 
for treatment of ureteral calculus and pyelonephritis, 
was taken to the cystoscopy room to be given an intra- 
venous pyelogram. Present in the room was another 
patient and a registered nurse, who had been in charge 
of the room for the last two years. Her function was 
to see that everything was run properly in the room 
and to take care of all factors pertaining to it. One of 
her duties also was the administration of a skin test 
for allergy to the dyes used in intravenous pyelograms 
by inserting a hypodermic needle beneath the skin 
and releasing a small quantity of the dye. She had not 
had the special training necessary to qualify her to 
perform an intravenous pyelogram and was not au- 
thorized to perform them, although there was no 
specific rule prohibiting such activity by nurses. 

The plaintiff testified that the nurse, without any 
preliminary tests and over his protests, inserted a 
hypodermic needle into his right arm below the elbow 
joint on the palmar surface. Despite his screams the 
nurse did not withdraw the needle until she had 
finished the injection. When the needle was with- 
drawn, plaintiffs arm was black and blue and felt as 
though he was “holding electricity.” After the injec- 
tion, the plaintiffs arm was put in a sling, and 
pain-relieving drugs and hot and cold packs were 
administered. Subsequent examination by a neurolo- 
gist disclosed an injury to the median nerve. After his 
release from the city hospital, the plaintiff entered 
another hospital, where he received neurological 
treatments for the injury to his arm. A neurologist from 
this hospital testified as to the plaintiff's injury—that 
it was permanent and that the intravenous pyelogram 
Was a competent producing cause thereof. Another 
medical witness for the plaintiff described the proper 
procedure for performing an intravenous pyelogram, 
which included preliminary tests for sensitivity, 
Visualization of the vein and drawing blood before 
injection of the dye, and immediate withdrawal of 
the needle when there is a reaction such as screaming. 
Giving plaintiff the benefit of every favorable inference 
reasonably to be drawn from the evidence, said the 
court, there was ample evidence from which a jury 
could find that the nurse employed by the city negli- 
gently injected a dye into plaintiffs arm, causing 
severe and permanent injury thereto. 

The plaintiff contended that, in addition to the 
nurses being liable for her own negligence, the city 
Was also liable under the doctrine of respondeat 
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superior. In order for an employer to be liable under 
that doctrine, the act of the employee must not be 
outside the general scope of employment and must 
not be done with a purpose foreign to the interests of 
the employer. The act of the nurse, said the Court of 
Appeals, was not outside the scope of her employment 
In her work of taking care of the cystoscopy room, she 
daily did numerous acts closely related to the act 
complained of, including the injection of dye into the 
skin. There is every indication that, in giving the 
injection, she was acting in furtherance of her em- 
plover’s interests and not her own. It is true that the 
nurse was not specifically authorized to give the in- 
jection but this is immaterial. In order for an employer 
to be liable, it is not necessary that he shall have 
specifically authorized the employee to do the act 
complained of. The degree of responsibility conferred 
upon the employee is an important consideration in 
determining the scope of employment. The court 
said that the question as to whether the nurse was 
acting within the scope of her employment in giving 
the injection was at least one for the jury. 

The defendant argued, however, that it was not 
liable for the nurse’s negligence because the act com 
plained of was a medical act. There are a number of 
cases in which it was held that a hospital is immune 
from liability predicated on the doctrine of respondeat 
superior when a patient is injured as the result of a 
medical act performed by an employee of the hospital 
in the course of treating the patient. The rationale of 
these cases is that the hospital employee, when per- 
forming a medical act, is an independent contractor 
to the patient so that the hospital cannot be held liable 
under the doctrine of respondeat superior. The theory 
is that the hospital does not undertake to heal but 
merely to make healers available. This rule, said the 
Court of Appeals, no longer applies to cases involving 
state or municipal hospitals in this state because of 
section 8 of the Court of Claims Act, which makes 
the doctrine of respondeat superior applicable to the 
state and its subdivisions. The statute waives immunity 
not only from suit but also from liability and con- 
stitutes a recognition and acknowledgment of a moral 
duty demanded by the principles of equity and justice. 
It is, continued the court, a declaration by the state 
of a public policy that persons damaged by the torts 
of those acting as its officers and employees need not 
contribute their losses to the purposes of government. 
Under this enactment, all persons who are employees 
of the state are treated as such, and the doctrine of 
respondeat superior is applied to determine whether 
the state is liable. Accordingly, the judgment of the 
lower court in favor of the city was reversed and a 
new trial ordered. Becker v. City of New York, 140 
N. E. (2d) 262 (N. Y., 1957). 


Hospital Records: Assignment of Claim as Prerequisite 
to Obtaining Copy of Records.—This was a petition for 
an order directing the respondent, the Department of 
Hospitals of New York City, to furnish the petitioner 
with a copy of her hospital records. The records show 
the diagnosis, treatment, and other information perti- 
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nent to injuries that the petitioner claimed she re- 
ceived in an accident and for which she was confined 
in a hospital operated by the respondent. The peti- 
tioner had brought an action against a third party 
whose negligence had allegedly caused the injuries, 
and the case was heard in the Supreme Court, Kings 
County, New York. 

The respondent refused to furnish the records or to 
permit an inspection thereof, because the petitioner 
had refused to sign a printed assignment form. The 
form, in addition to providing for an assignment from 
the proceeds of the petitioner's negligence action to 
the respondent, provided for an additional assign- 
ment from the proceeds of the same action to certain 
unnamed physicians on the visiting medical staff for 
their charges for treating the petitioner. There is no 
statement as to the amount of the physicians’ charges 
or the rate at which they will be billed, but the form 
provides that such amount shall “not exceed twice 
the rates set forth in the medical fee schedule estab- 
lished by the Workmen’s Compensation Board and 
that such medical and surgical services were rendered 
by such physician or under his personal supervision 
or direction.” 

The petitioner did not object to the assignment to 
the respondent, but she pointed out that it had a lien 
by virtue of section 189 of the Lien Law and said 
that she was willing to recognize it even though by 
assignment. She did, however, object to the assign- 
ment to the physicians, contending that it would give 
them a lien that they would not otherwise have by 
existing law. 

The respondent contended that, by virtue of section 
585, subdivision c of the New York City Charter, it 
did not have to furnish the records until the peti- 
tioner had executed the assignment. Section 585, sub- 
division c provides that members of the medical staff 
who serve on the inservice of a hospital as part-time 
clinicians shall serve without compensation but may 
accept medical fees for services rendered to patients 
who recover damages in tort actions. This provision, 
said the court, was merely permissive in nature and 
did not give the respondent the authority to compel 
an assignment on behalf of physicians and did not 
create any common law or statutory lien for the phy- 
sicians. 

A patient who can not secure his hospital records, 
continued the court, will be deprived of his day in 
court. The rules of the supreme court in Kings County 
require a plaintiff in a negligence action to file in 
court certain documents showing in detail the nature 
and extent of his injuries and to furnish the defendant 
with a copy of such documents. If the hospital re- 
mains adamant in its refusal to furnish the records, the 
plaintiff's case can never reach the calendar of the 
court and he can never have his day in court. In order 
for an assignment to be valid, it must be the voluntary 
act of the assignor. An assignment made under duress 
or coercion is void. Duress and coercion do not mean 
only force or threats. It is duress and coercion, said 
the court, to refuse to furnish information when the 
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refusal may result in depriving a plaintiff of sub. 
stantial moneys to which he may be legally entitled, 
A physician has no legal lien upon the proceeds of , 
recovery in a tort action. The respondent's refusal to 
furnish the petitioner's hospital records in the absence 
of the petitioner's execution of an assignment to the 
physicians is, therefore, unreasonable and _ arbitrary 
and is an abuse of discretion. . 

Accordingly, the court ordered the respondent to 
permit the petitioner to examine her hospital records. 
Glazer v. Department of Hospitals of the City of New 
York, 155 N. Y. S. (2d) 414 (N. Y., 1956). 


Evidence: Taking Blood Sample from Unconscious 
Person.—The defendant was charged with causing per- 
sonal injury while driving under the influence of in- 
toxicating liquor. From a judgment of conviction in 
the superior court, the defendant appealed to the dis- 
trict court of appeals, third district, California. 

While driving a motor vehicle the defendant failed 
to make a turn at a dead-end street and continued for- 
ward into a ditch, injuring one of two passengers and 
rendering himself unconscious. He was taken to a hos- 
pital in an ambulance, and the ambulance driver later 
testified that, when he arrived at the scene of the ac- 
cident, there were beer cans on the floor of the car, 
the defendant was behind the wheel of the car and 
unconscious, and all of the passengers in the car had 
alcohol on their breaths. Shortly after arriving at the 
hospital, the defendant vomited matter that had a 
strong odor of alcohol. The ambulance driver request- 
ed a nurse to take a sample of the defendant's blood 
for the purpose of having a blood alcohol test per- 
formed. This request was made because a highway 
patrolman asked the driver to obtain such sample. The 
defendant did not protest against the test being per- 
formed, though he did draw away his arm when the 
nurse first attempted to insert the needle and the am- 
bulance driver had to hold the defendant’s arm while 
the nurse extracted the blood. 

The defendant contended that the taking of a sample 
of his blood without permission constituted an unlaw- 
ful search and seizure and violated the provision for 
due process of law of the United States and California 
constitutions. 

The district court of appeals held that there was no 
such unlawful search and seizure as to violate due 
process. A reasonable search may be made incident to 
a lawful arrest, and the product of that search may be 
admitted in evidence. Furthermore, said the court, a 
search may be made before or after arrest, so long as 
reasonable grounds for making an arrest existed at the 
time of the search. In view of the beer cans in the car. 
the strong odor of alcohol in defendant’s vomitus, and 
the defendant’s own admission that he had had two 
beers, the court felt that reasonable grounds did exist. 
The court also said that the force used was not s0 
brutal or shocking as to be a violation of due process 
of law. The judgment of the trial court was, therefore, 
affirmed. People v. Duroncelay, 303 P. (2d) 617 (Calif, 
Nov., 1956). 
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INTERNAL MEDICINE 


Permanent Anticoagulation Therapy in Cardiovascular 
Disease. P. A. Owren. Northwest Med. 56:298-307 
(March) 1957 [Seattle]. 


Of 712 patients with coronary artery disease, rheu- 
matic heart disease, and peripheral obliterative ar- 
terial disease who were given permanent anticoagulant 
treatment, 376 were given bishydroxycoumarin (Di- 
cumarol) and 336 were given phenindione (Phenylind- 
andione), The duration of treatment varied from 6 
months to 8 years, with an average of about 2% years. 
The total of patient-treatment years was 1,693. The 
average duration of treatment in the group treated 
with bishydroxycoumarin was 3.3 years, as compared 
with 1.4 years in the group treated with phenindione. 
Of the 712 patients 569 had coronary disease, includ- 
ing 347 with angina pectoris caused by coronary 
atherosclerosis and 222 patients who had survived an 
attack of myocardial infarction for at least 8 weeks. 
Sixty-six of the 569 patients died, a mortality of 5% 
per year and less than half the mortality found in 
similar groups not treated with anticoagulants. Effort 
tolerance improved throughout the Ist year of treat- 
ment. After 1 year there was no significant change. 
Between 35 and 40% of the patients were permanently 
improved, and about 10% were somewhat improved. 
The anginal distress increased in 5% of the patients, 
and 5% had transitory improvement lasting for at 
least 6 months. About 50% of the patients with an 
interval of less than 1 year between the diagnosis of 
coronary artery disease and the start of anticoagulant 
treatment showed much improvement, whereas pa- 
tients with long-standing angina pectoris before the 
start of the treatment showed much less improvement. 
Among the patients with angina pectoris, 102 infarc- 
tions occurred before the start of the anticoagulant 
treatment as compared with 23 that occurred after 
the start of the treatment. These findings suggest that 
prolonged anticoagulant treatment has a prophylactic 
effect against coronary thrombosis, infarction, and 
death if the treatment is started within 1 to 2 years 
after the start of typical clinical symptoms. If angina 
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pectoris has been present for several years, it is 
doubtful whether prolonged anticoagulant treatment 
will be of any value. 

Of 59 patients with mitral valvular disease who re- 
ceived prolonged anticoagulant treatment for a total 
length of 140 patient-treatment years, only 2 had em- 
bolic episodes, as compared to 50 before the start of 
the treatment. This finding strongly suggests that 
continuous anticoagulant treatment has a protective 
effect against embolism in such patients. Control of 
blood coagulation was carried out by the so-called 
P-and-P method, which registers the combined effect 
of the depression of prothrombin and proconvertin, 
with the addition of proaccelerin as a reagent. The 
method is independent of the proaccelerin content of 
the tested plasma and allows the testing of plasma 
that is a few days old. The P-and-P method was found 
to be superior to Quick's method for the control of 
anticoagulant treatment. The incidence of hemor- 
rhagic complications was low. Epistaxis occurred in 
14 patients, hematuria in 15, hematemesis or melena 
in 6, skin bleeding in 4, cerebrovascular accidents in 
3, and various other types of bleeding in 9. The 3 
patients with cerebrovascular accidents died. Perma- 
nent anticoagulant treatment affords protection against 
renewed embolization in patients with rheumatic heart 
disease and against infarction and death in patients 
with angina pectoris or recent myocardial infarction. 
The therapeutic results also suggest a pathogenetic 
relationship between blood coagulation, thrombus for- 
mation, and clinical coronary artery disease. 


Experiences with Cortisone Derivatives in Treatment 
of Patients with Pulmonary Tuberculosis. T. Kauf- 
mann. Deutsches med. J. 8:64-69 (Feb. 15) 1957 (In 
German) [Berlin]. 


Hydrocortisone, prednisolone, and corticotropin 
were given to 36 patients between the ages of 7 and 
68 years with pulmonary tuberculosis, all of whom re- 
ceived general tuberculostatic treatment with isonia- 
zid, streptomycin, or aminosalicylic acid. Of the 36 
patients, 27 had pleural effusions or effusions asso- 
ciated with pneumolysis, 8 had the exudative form of 
pulmonary tuberculosis, and 1 had pneumonia after 
lobectomy for tuberculoma. The group of 27 patients 
received local treatment for the pleural effusion with 
50 to 75 mg. of hydrocortisone or 25 mg. of predniso- 
lone at 1 to 2-week intervals. The results of treatment 
were satisfactory in 5 patients in whom the absorption 
of the pleural effusion was definitely accelerated. 
Temperature was restored to normal and all the sub- 
jective and clinical symptoms disappeared immediate- 
ly after the intrapleural administration of 25 mg. of 
prednisolone in 1 patient with dry pleurisy. Satisfac- 
tory results also were obtained in 5 patients with 
serous effusions associated with pneumothorax and 
pneumolysis, in whom 2 or 3 local instillations of 
hydrocortisone or prednisolone were sufficient for the 
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absorption of the fluid in the cavity and the prevention 
of a repeated effusion. A small residual effusion was 
observed for several weeks or months in 7 patients 
who had been given 2 to 5 instillations of hydrocorti- 
sone. Serous pleural effusion subsided after 3 intra- 
pleural instillations of 25 mg. of prednisolone in 1 
patient in whom this effusion had occurred after seg- 
mental lung resection. 

Wound healing was not impaired by the adminis- 
tration of the corticoid, but a postoperative pleuro- 
pneumonia occurred. The remaining 8 of the 27 pa- 
tients were therapeutic failures; 2 of these patients 
had chronic pleural empyema with extensive adhesions 
resulting in a rigid cavity with inelastic walls. Rapid 
clinical and roentgenologic improvement resulted in 
7 of the 8 patients with the exudative form of pulmo- 
nary tuberculosis, who were given prednisolone 
orally in doses of 20 mg. for 2 weeks, in doses of 10 
mg. for 3 days, and 40 mg. of corticotropin intramus- 
cularly for the last 4 days of treatment. The patient 
with pneumonia after lobectomy for tuberculoma also 
was given prednisolone orally and corticotropin intra- 
muscularly, and the pneumonia subsided within 36 
hours after starting the treatment. Despite the satis- 
factory results obtained, the author cautions against 
entertaining exaggerated hopes of the treatment of 
tuberculosis with cortisone derivatives. A careful selec- 
tion of patients is indispensable. The treatment seems 
to be indicated particularly in patients with a toxic 
course and in those with a tendency to an excessive 
mesenchymal defense reaction. Cortisone treatment 
should be always combined with tuberculostatic ther- 


apy. 


“Open Healing” of Tuberculous Cavities. R. F. Corpe 
and I. Stergus. Am. Rev. Tuberc. 75:223-241 (Feb.) 
1957 [New York]. 


Recent reports on the phenomenon of “open heal- 
ing” of tuberculous cavities show great variations in 
terminology in regard to air-containing spaces in the 
lung. Cystic cavities, cystic lung, “open healing” of 
tuberculous cavities, bullous cavities, pseudo-emphy- 
sematous bullae, sclerocystic cavities, and acquired 
tuberculous cysts are some of the terms used. In order 
to obtain more information on the pathological as- 
pects and the pathogenesis of these “open healing” 
tuberculous cavities, the authors studied 487 consecu- 
tive specimens from pulmonary resections. Color 
photography was done first. During the gross patho- 
logical examination, smears were made of selected 
lesions and material from these lesions was then sub- 
mitted to routine culture and sometimes also to 
animal inoculation. The same lesions were then sec- 
tioned for microscopic examination. “Open healing” 
of cavities was observed in 30 (6%) of the 487 speci- 
mens. Fifteen of the 30 “open healing” cavities were 
totally healed, and 15 were in the healing stage. “Open 
healing” occurred more frequently in Negroes than in 
other patients, almost exclusively in patients with far 
advanced lesions, and most frequently when the 
triple-drug regimen of isoniazid-streptomycin-amino- 
salicylic acid had been used. 
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The authors assume that these “open healing” cayi- 
ties were lined by a necrotic membrane and were 
“dirty” prior to institution of drug therapy, particu. 
larly with isoniazid. As time passed and _ therapy 
progressed, the cavities were cleansed, the necrotic 
lining gradually being replaced by a smooth, shiny. 
clean membrane. In some cavities this process was 
complete, whereas in others small foci of granulation, 
caseation, and even calcification were still present, 
These cavities are lined with fibrous tissue that is not 
similar to alveolar linings, nor are they lined by bron- 
chial epithelium. It has been stated that, if more than 
3 sections had been taken through a cavity wall, many 
more microscopic tubercles would have been found, 
Whether the healing is complete is problematical, but 
the term “open healing” merely indicates that the 
cavity is open and that healing is taking place. The 
therapy in patients with these “open healing” lesions 
presents problems, since rupture, suppuration, hemor- 
rhage, and reactivation of tuberculosis are possible. 
It is believed that these healing cavities should be 
excised if the patient is otherwise a fit candidate for 
operation. 


Focal Medullary Reticulosis: Its Diagnostic Signifi- 
cance for Toxoplasmosis and Protracted Lympho- 
granulomatosis. F. Bang. Ugesk. leger 119:157-162 
(Feb. 7) 1957 (In Danish) [Copenhagen]. 


Pure focal reticulosis, i. e., scattered, slightly eosino- 
philic, poorly defined foci of slightly enlarged reticu- 
lar cells, without greater nuclear abnormalities, in the 
medullary tissue in solitary enlarged lymph nodes, is 
almost always a sign of the glandular form of toxo- 
plasmosis. As a rule there are coexisting plasma cell 
infiltrations and a number of mononuclear cells with 
large nuclei. In the 19 patients with the disease ob- 
served by the author since 1950, the histological diag- 
nosis was followed by positive seroreaction for toxo- 
plasmosis. The establishment of medullary reticulosis 
supports the assumption of toxoplasmosis in patients 
with a low serum titer. Lymphogranulomatosis can 
sometimes present histological findings in the lymph 
nodes that, to a certain degree, resemble those of the 
focal medullary reticulosis seen in toxoplasmosis. This 
histological finding in combination with the lack of 
Sternberg-Reed cells may indicate a relatively benign. 
protracted course. The toxoplasmosis has no signifi- 
cance as the direct cause of primary malignant dis- 
eases in the lymph nodes, but it may activate latent 
malignant processes in them. Focal medullary reticu- 
losis was also found in 3 patients with cancer, in | 
with lymphoma of uncertain nature, and in 1 with 4 
skin disease of unknown cause. 


Tuberculin Allergy in Hodgkin’s Disease. F. Fabiani 
and G. Pasquali. Policlinico (sez. med.) 65:393-404 
(Dec.) 1956 (In Italian) [Rome]. 


The authors studied the cutaneous reaction to 2 
purified protein derivative of tuberculin and to BCG 
vaccine in 31 patients with Hodgkin’s disease. The 
tuberculin antigen was injected intradermally in the 
forearm. The reaction was read 48 hours after the 
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iniection. An aspecific erythematous edematous area, 
uniform in all patients, appeared 24 hours later. The 
positivity and intensity of the reaction were measured 
on the basis of the diameter of the papule. A reaction 
was considered positive only when the diameter was 
at least 5 mm. A suspension containing 75 mg. per 
milliliter of killed BCG vaccine kept for 1 hour at 
100 C was used for the bacillary antigen. The vaccine 
was applied on the forearm with a linear scarification 
1 cm. long. The results were read 48 hours later, and 
only those reactions that showed the formation of an 
infiltration or of a nodule extending for at least 2 mm. 
perpendicularly to the scarification were considered 
positive. The vaccine caused ulceration of the skin in 
| patient. Sixteen patients showed complete anergy 
to both tests, and 5 gave positive reactions to both 
tests. Negative tuberculin reaction but a positive reac- 
tion to the vaccine occurred in 10 patients. 


Prednisone in Acute Hepatitis. G. Castellana. Gior. 
med. mil. 106:729-738 (Nov.-Dec.) 1956 (In Italian) 
[Rome]. 


Twenty patients with acute hepatitis were given 
15 Gm. of prednisone daily. This dose was gradually 
diminished until the end of the therapy. Prednisone 
was combined with the usual treatment used for hepa- 
titis. It did not shorten the period of treatment. There 
were no relapses. One patient who had asked to be 
discharged before complete recovery during conva- 
lescence had dyspeptic symptoms, dark urine, and 
jaundice. Roentgenography did not show lesions of 
the mucosa in 2 patients who complained of gastric 
disturbances. Infection or ulcers were never observed. 
Hepatitis did not become chronic in any of the pa- 
tients. The author believes that prednisone checks the 
progress of the disease toward sclerosis and that this 
is the reason why it should be combined with the 
usual treatment of hepatitis. Prolonged follow-up data 
on the patients are not yet available. 


Practical Value of the Amylase Levels in the Blood 
and Urine During Mumps Parotitis and Mumps 
Meningitis. P. Sedallian, A. Bertoye, J.-P. Garin and 
]. Gauthier. J. méd. Lyon 38:147-153 (Feb. 20) 1957 
(In French) [Lyon, France]. 


The authors studied the amylase levels in the blood 
and urine of (1) a group of patients hospitalized with 
mumps or acute lymphocytic meningitis and (2) a 
group of patients with primary tuberculous infections, 
some of whom had mumps. Levels of more than 130 
units in the blood were accepted as significant. The 
urinary levels that should be considered significant 
vary according to the method by which they are de- 
termined; those used in this study were 300 units in 
one group and 600 in the other. Significant levels are 
more apt to be demonstrated if at least 2 estimations 
are made for parotitis and 3 for meningitis, because 
the amylase levels in the blood and in the urine are 
Subject to fluctuation and a single estimation made 
when the level was temporarily low might easily be 
misleading. 
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The increase in the amylasemia in these patients 
became evident on about the 2nd or 3rd day after the 
appearance of the clinical symptoms and remained 
fairly steady thereafter. The amylasuria increased with 
equal rapidity but was more likely to fluctuate, usually 
dropping on the 4th or 5th days and rising again on 
the 7th or 8th. No explanation for this discrepancy 
between the 2 curves has been found, but it may have 
been due to some undetermined factor connected with 
urinary elimination. 

The increased amylase levels begin to decline about 
the 10th or 11th day. They cannot, therefore, be used 
to establish a retrospective diagnosis of mumps, but 
they do constitute an early, convenient, and reliable 
symptom during the acute stage of the disease. The 
estimation of these levels is not a substitute for spe- 
cific biological tests, which are usually applicable at 
a later period and not in the acute stage, but it is a 
procedure of great practical value because it facili- 
tates the differential diagnosis of mumps and makes 
it possible to detect incomplete or abortive forms 
promptly so that unexpected complications for which 
there might otherwise be no explanation can be cor- 
rectly attributed to the disease. | 


The Features and Significance of Hypertrophic Osteo- 
arthropathy. J. F. Hammarsten and J. O'Leary. 
A. M. A. Arch. Int. Med. 99:431-441 (March) 1957 
[Chicago]. 


The roentgenologic appearance of onionskin layers 
or a thin line of new bone along the distal portions of 
the long bones is characteristic of hypertrophic osteo- 
arthropathy, a disorder that takes its name from the 
enlargement of the bones seen in the later stages. The 
authors review observations on 22 patients with X-ray 
changes indicating hypertrophic osteoarthropathy. All 
had pulmonary lesions, which were malignant in all 
but 2. Six patients had adenocarcinoma, primary in 
the lung, and an equal number had squamous cell 
carcinoma of the lung. Three had fibrosarcoma of the 
lung. One patient was seen with each of the following 
diagnoses: Alveolar carcinoma of lung, small cell 
carcinoma of lung, undifferentiated carcinoma of lung, 
presumptive carcinoma of lung with clumps of malig- 
nant cells seen in sputum (operation or autopsy not 
performed), Hodgkin’s disease involving the lung and 
adrenals, diffuse pulmonary fibrosis, and infected pul- 
monary infarction. The age distribution ranged from 
24 to 83, with a mean of 59, and a preponderance in 
the 6th and 7th decades. There were 21 men and 1 
woman. The correct diagnosis was made after the Ist 
examination in only 3 of the 22 patients; many were 
seen by several physicians before the true nature of 
the disease was recognized. 

The most frequent diagnosis applied to the joint 
disease was rheumatoid arthritis. Diagnoses of Paget's 
disease and acromegaly were considered in several 
patients. The pulmonary disease was most often over- 
looked or considered to be tuberculosis, cyst, or un- 
resolved pneumonia. Gynecomastia was observed in ~ 
10 of the 21 men. Eight of the patients had acromega- 
loid facies, with prominent nose and furrowed brow. 
Some showed a striking resemblance to one another. 
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It is noteworthy that neither of the patients with be- 
nign lung disease had joint pains, whereas 19 of the 
20 with pulmonary malignancies had such pains. 
Clubbing occurred in all but one patient but was 
usually not noticed by the patient until his attention 
was directed to the sign. A brawny edema of the legs 
and periarticular swelling was found in 19 instances. 
Most of the patients (17) showed a diffuse thickness of 
the legs or forearms or both. Seventeen patients had 
joint symptoms as the Ist evidence of disease; they 
preceded the chest symptoms usually by more than 
18 months. The chest x-ray films were not considered 
suggestive of malignant disease in 3 of the 20 patients 
with neoplasms. Bronchoscopy indicated the diagnosis 
in only 2 of the 15 patients with carcinoma who were 
subjected to this procedure. Examination of the spu- 
tum for malignant cells showed such cells in 9 of 15 
patients. Of the 14 tumors in patients who had thora- 
cotomies, 9 were resectable. All in whom the primary 
tumor was resected showed dramatic relief of symp- 
toms of joints and extremities. The authors conclude 
that pulmonary neoplasms are the chief cause of hy- 
pertrophic osteoarthropathy in this part of the world. 


Pulmonic Manifestations of Systemic Lupus Erythe- 
matosus: Report of 5 Cases. E. M. Cordasco, J. R. 
Haserick, P. J. Skirpan and H. S. Van Ordstrand. 
J. Chron. Dis. 5:290-299 (March) 1957 [St. Louis]. 


The authors report 5 case histories, which illustrate 
unusual diagnostic and therapeutic pulmonary prob- 
lems encountered in a series of 154 patients with 
systemic lupus erythematosus. Pulmonic manifesta- 
tions may appear during any phase of systemic lupus 
erythematosus and are cured by treating the under- 
lying disease. Steroid therapy is important because in 
conjunction with antibiotics it may be the potentiating 
factor in the clinical remission. In 1 patient there was 
a dramatic clearing of the pneumonia after cortisone 
therapy was superimposed on penicillin therapy. Prior 
to the administration of steroids a 6-day period of 
penicillin therapy had brought about no improve- 
ment. In another patient, tuberculosis was simulated 
by apical infiltrations. The significance of fungi in the 
pulmonary parenchymal tissue at autopsy is not un- 
derstood, because these fungi are found under widely 
differing circumstances. Fungi were found in the 
pulmonary parenchymal tissue of 1 patient who died 
before steroids for therapy were available and in that 
of another patient who had received both steroids 
and antibiotics for a relatively long time. 


The Natural History of Systemic Lupus Erythema- 
tosus: An Approach to Its Study Through Chronic 
Biologic False Positive Reactors: Interim Report. J. E. 
Moore, L. E. Shulman and J. T. Scott. J. Chron. Dis. 
5:282-289 (March) 1957 [St. Louis]. 


Early diagnosis of systemic lupus erythematosus is 
difficult because of the vagueness, diffuseness, and 
chronicity of the disease. For this reason the group of 
patients who chronically give a false-positive reaction 
to the serologic test for syphilis aid in an understand- 
ing of the natural history, evolution, and course of 
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at least some cases of this disease. Six patients, who 
were treated for 23, 29, 20, 16, 18, and 14 years re. 
spectively, are described. The Ist was a 60-year-old 
woman who was Ist found to have a positive serologic 
test for syphilis when she was 36 years of age. Her 
status as a chronically false-positive reactor was es. 
tablished in 1951. She never had any clinical mani- 
festations of systemic lupus erythematosus except 
various hypersensitivities. When last seen she was 
well and showed no laboratory changes except for 
the persistent false-positive reaction. In the 2nd _pa- 
tient even autopsy did not definitely establish the 
diagnosis. This patient was in the category of those 
with connective-tissue disease. She had a chronic 
episodic illness, beginning 14 years after her Ist posi- 
tive serologic test for syphilis and lasting for 15 more 
years until her death. In the 3rd patient cells of lupus 
erythematosus were demonstrated in 1952, but since 
then these cells have not been definitely identified in 
spite of repeated examination. The 4th patient had 
deep thrombophlebitis, which is an uncommon find- 
ing. Systemic lupus erythematosus was Ist suspected 
in the patient in 1949 after the development of a 
severe psychosis. When last seen this patient was well 
and in full remission. The 5th patient was found to be 
seropositive as a woman of 20. Since then she has had 
12 episodes of illness compatible with the diagnosis 
of systemic lupus erythematosus, deep thrombophle- 
bitis, and a severe psychosis. Since 1954 she has had 
two more episodes of physical illness, each of increas- 
ing severity. The condition of the 6th patient was 
diagnosed in 1942 as syphilis. Lupus erythematosus 
was Ist suspected in 1948 and was verified in 1950. 
On at least 5 occasions from 1951 to 1956 she was 
thought to be moribund because of pericardial tam- 
ponade, status epilepticus, renal failure, and recurring 
severe infections. She survived these episodes, and 
the disease seemed to be under control with the ad- 
ministration of 25 mg. per day of prednisone, but in 
October, 1956, she committed suicide. 


The Treatment of Acute Leukzemia in Adults with 
6-Mercaptopurine. M. G. Nelson and J. Lowry. Irish 
J. M. Se. 7:59-65 (Feb.) 1957 [Dublin]. 


The ages of the 10 patients with acute leukemia 
who were treated with 6-mercaptopurine ranged from 
19 to 60 years. Patients were given 6-mercaptopurine 
in a standard daily dose of 2.5 mg. per kilogram of 
body weight. This was continued until a satisfactory 
remission had been produced or until there was evi- 
dence that the condition was refractory. In some pa- 
tients in whom a satisfactory remission was produced, 
6-mercaptopurine therapy was temporarily discon- 
tinued, but in others a daily maintenance dose of 0.5 
to 1 mg. per kilogram of body weight was given. Dur- 
ing treatment careful hematological checks were 
made, with special emphasis on the hemoglobin level, 
platelet count, and total and differential leukocyte 
counts. Bone marrow aspirations were performed te 
establish the diagnosis and also to assess the effect of 
treatment. General supportive measures and treatment 
of complications were a necessary part of manage: 
ment. Blood transfusions were given either to acceler- 
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ate the rise in hemoglobin or to control or replace 


t hlood lost by hemorrhage. Cortisone was used not 


only as adjuvant therapy to 6-mercaptopurine but also 
as treatment for hemorrhagic complications. 

The remissions obtained were classified as clinical, 
hematological, and complete. Such clinical improve- 
ment as fall in pyrexia, increased sense of well-being, 
and disappearance of bone pain or lymphadenopathy 
and of hemorrhagic manifestations, but without signifi- 
cant changes in the blood or bone marrow findings 
was designated as a clinical remission. In a hemato- 
logical remission the abnormal cells disappeared from 
the peripheral blood, and concomitantly the hemo- 
globin level and platelet and differential counts re- 
turned to normal. A complete remission was one in 
which the clinical and hematological remissions were 


| associated. Five of the 10 patients obtained clinical 


remission, 1 showed a hematological remission, in 1 
the remission was complete; and in 3 the drug failed 
to produce any benefit. The duration of the remis- 
sions varied from 2 weeks to 11 months. Subsequent 
relapses responded to further 6-mercaptopurine ther- 
apy in those patients in whom further treatment was 
used until the condition became refractory to therapy. 
The median survival time was better than that re- 
ported in untreated patients; 1 patient lived for 16 
months after the diagnosis was made. The action of 
6-mercaptopurine is usually slow in producing its ef- 
fects, and some patients may require up to 3 weeks’ 
treatment before benefit is obtained. Furthermore, it 
is unusual for a partial remission to be obtained with 
a total dose of less than 2 Gm. and complete remis- 
sions with a total dose of less than 4 Gm. For this 
reason combined cortisone and 6-mercaptopurine 
therapy is best instituted from the onset. 


Tetanus: An Analysis of 77 Cases of Tetanus Treated 
Mainly in the Roberts Hospital, Borsad. W. A. Hanna 
and P. R. Hanna. J. Christian M. A. India 32:5-12 
(Jan.) 1957 (In English) [Calcutta]. 


Of 77 patients with tetanus treated at a rural mis- 
sion hospital in India, with limited facilities and staff, 
40 recovered, 33 died, and 4 left the hospital against 
medical advice. The average incubation period was 
7 days for the patients who died, and 17 days for 
those who survived. These data confirmed the state- 
ments by other workers that the prognosis is grave if 
the incubation period is less than 7 days. The incuba- 
tion period is often a more reliable guide to prognosis 
than the severity of spasms on admission. About 66% 
of the deaths were directly related to uncontrollable 
spasms and about 33% to superadded respiratory in- 
fection or exhaustion. Of the 77 patients, 25 received 
a standard dose of 100,000 units of tetanus antitoxin, 
and 9 (40%) of the 25 recovered. Of 37 patients, none 
of whom were treated by tracheotomy with or with- 
out relaxants and who were given only 20,000 units 
of tetanus antitoxin, 19 (51%) recovered. Although the 
smaller dose apparently did not have any undesirable 
effect on mortality, it may be that a larger dose 
should be used for patients with severe tetanus and a 
short incubation period or for those in whom a raw, 
dirty wound may still be a source of exotoxin forma- 
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tion and liberation. Evidence, however, tends to sup- 
port the view that antitoxin is not the most important 
single factor in the treatment of tetanus and that the 
large doses of antitoxin once recommended are not 
needed in most patients. 

Unless the case is very mild, prevention or control 
of spasms is the most urgent aspect of the treatment. 
The sedatives used included paraldehyde rectally, 
gardenal sodium intramuscularly, and chloral hy- 
drate in children. Often a combination of sedatives 
proved to be most effective. Recently chlorpromazine 
hydrochloride was used with satisfactory results in 
several patients. Penicillin was used routinely but did 
not always prevent respiratory complications. The 
case of an 18-day-old infant with tetanus was de- 
scribed. The infant received 20,000 units of tetanus 
antitoxin. Spasms were effectively controlled within 
48 hours by combined treatment with 25 mg. of 
chlorpromazine and 0.75 mg. of gardenal sodium 
given intramuscularly at 12-hour intervals. Chlor- 
promazine treatment then was continued with doses 
of 12.5 mg. every 12 hours until discharge after 13 
days. 


The Prevention and Treatment of Schistosomiasis 
Japonica in the New China. L. L. Yen. J. Pakistan 
M. A. 6:1-5 (Dec.) 1956 (In English) [Karachi, Paki- 
stan]. 


The life cycle of Schistosoma japonicum indicates 
the following 4 aspects in the eradication of schisto- 
somiasis japonica: (1) control of fecal disposal in order 
to exterminate the ova, (2) control of water sources to 
prevent infection, (3) extermination of the oncome- 
lania snail in order to eliminate the intermediate 
host, and (4) treatment of patients with the disease in 
order to eliminate the parasitic source. More than 200 
centers for the prevention and treatment of schisto- 
somiasis have been established in Red China. In the 
rural areas the use of individual commodes is discour- 
aged while the use of public toilets is encouraged. In 
places where commodes are still in use, their washing 
and rinsing is prohibited in rivers or in a water source 
that serves the community. In cities and towns steps 
are taken to set up or improve public toilets, to build 
common storage tanks, and to process feces into 
granular fertilizer. Fishermen and those who live on 
boats are educated not to dispose of feces directly 
into the river but to collect them and dump them into 
public toilets. Animal droppings are collected at all 
times and stored for use as fertilizer. The method for 
filtering of the infested river water through 70 cm. of 
sand to eliminate the cercariae is now undergoing 
field trials. Research is carried out on the use of pro- 
tective clothing and various locally applied ointments. 
Various field experiments are being carried out con- 
cerning methods for the extermination of snails; bury- 
ing the snails in the earth has been done on a large 
scale. 

Thirty-six antimony and non-antimony compounds 
and over 150 native plant substances were given 
therapeutic trials. Pending final results of the thera- 
peutic efficacy of all these substances potassium anti- 
mony tartrate remains the drug of choice. It has a 
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cure rate of about 60%. Patients with late cases of the 
disease have been satisfactorily treated with a variety 
of traditional Chinese drugs that are particularly 
effective in removing ascites and decreasing the size 
and softening the consistency of the liver and the 
spleen. The lives of many patients who had been con- 
sidered incurable, thus, were saved. A skin test using 
an antigen derived from the cercariae has been a 
valuable aid in the diagnosis of the disease in patients 
with subclinical infestations. The cost of treatment is 
born jointly by the state, the agricultural cooperative, 
and the patient, according to his ability to pay. 


Rheumatism and Pneumothorax: Some Rheumatologic 
Aspects of Pleural Pathology. T. Lucherini, E. Cecchi 
and A. Gospodinoff. Minerva med. 48:81-87 (Jan. 17) 
1957 (In Italian) [Turin, Italy]. 


Spontaneous pneumothorax occurred in a 22-year- 
old patient who had never had either pleuropulmonary 
diseases or rheumatism. Clinical and roentgenologic 
examinations showed presence of air in the right 
pleural cavity with subtotal collapse of the corre- 
sponding lung. Gradual amelioration of the thoracic 
disturbances took place within 48 hours. Combined 
articular and muscular symptoms occurred in the 
upper limbs and later extended to the lower limbs. 
Rigidity and acute pain were followed by a mild 
periarticular tumefaction with limitations in the func- 
tion of the wrists and ankles. The respiratory syn- 
drome improved within 3 weeks. Aspirin was bene- 
ficial. The rheumatic symptoms disappeared as soon 
as the condition of the pleural cavity returned to nor- 
mal. Similar observations were made in 5 more men, 19, 
25, 26, 31, and 49 years of age respectively. All pa- 
tients except one with bronchitis were in good health 
when the pneumothorax occurred. The authors stud- 
ied the possibility of a relationship between the rheu- 
matologic syndrome and the occurrence of spontane- 
ous pneumothorax among 73 patients with pulmonary 
tuberculosis who were receiving artificial pneumo- 
thorax. Pain of various types was observed in 26 pa- 
tients. A rheumatism-like syndrome imputable to the 
pneumothorax was noted in 22. The course of these 
rheumatic syndromes is always favorable. 


Sensitivity to Hair Dyes. F. Reiss, M. Gahwyler and 
B. Lustig. J. Allergy 28:134-141 (March) 1957 [St. 


Louis]. 


Patch tests were performed with solutions of certain 
black hair dyes on 1,024 hospitalized male and female 
patients with tuberculosis, rheumatism, arthritis, and 
cardiovascular and neurological diseases who were 
free from any skin disorders and did not have a history 
of allergic disease. None of the patients tested had 
previously used hair dyes. Of the 3 test solutions, the 
lst contained paraphenylenediamine as the main in- 
gredient, the 2nd contained paratoluylenediamine as 
the main ingredient, and the 3rd solution contained 
soaps, detergents, ammonia, and resorcinol, but no 
aromatic amines, and was used for control. The black 
hair dyes were used because they contained the high- 
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est concentration of aromatic diamines. Of the 8 per. 
sons found to be sensitive, 3 reacted only to the black 
hair dye containing paraphenylenediamine, 4 reacted 
only to the black hair dye containing paratoluylene. 
diamine, and 1 reacted to both dyes. Three of the 
sensitive persons were men, and 5 were women. Age 
seemed to be related to incidence of sensitization, 
Only 1 of 516 patients aged 50 years or younger was 
found to be sensitive to the paraphenylenediamine 
hair dye. The remaining 7 reactors were over 5) 
years of age, and their positive reactions to the skin 
tests with hair dyes might have been due to cross 
sensitization to related compounds. Two of 4 sensitive 
persons tested had positive skin reactions with 2% 
solution of aqueous procaine hydrochloride. The patch 
test is essential, therefore, to any person contemplat- 
ing hair dyeing. 

The erythema in the patients with positive reactions 
was evident 24 hours after the application of the test 
solution, and in no instance was an increased or de- 
layed reaction observed after 48 hours. The skin tests 
were repeated at intervals of from 3 to 4 weeks, once 
on 301 persons and twice on 67 persons, including the 
8 sensitive persons. No change occurred in the spe- 
cificity of the reaction of persons sensitive to one or 
the other type of hair dye, and no positive reaction 
appeared in persons who previously had a negative 
reaction. In the only patient under 50 years of age 
who was sensitive to the dye, early repetition of the 
tests gave weaker reactions, and repetition on 3 occa- 
sions a year later gave negative results. The chemical 
composition of the hair dyes now in common use, as 
well as the mechanism of the conversion of the para 
compounds into hair coloring pigments, is discussed. 


Variations in Serum Glutamic Oxaloacetic Transami- 
nase Activity in Experimental and Clinical Coronary 
Insufficiency, Pericarditis, and Pulmonary Infarction. 
I. Nydick, P. Ruegsegger, F. Wroblewski and J. S. 
LaDue. Circulation 15:324-334 (March) 1957 [New 
York]. 


Previous studies by the authors and by other work- 
ers showed consistent rises in serum activity of the 
enzyme, glutamic oxaloacetic transaminase, after myo- 
cardial necrosis due to various causes. In the present 
study experiments were made in dogs in whom acute 
myocardial ischemia with electrocardiographic ab- 
normalities of varying duration was produced by 
compression of the coronary artery in a 2-stage pro- 
cedure. The ischemia was followed by the prompt 
appearance of characteristic S-T segment and T wave 
changes. These usually disappeared within 5 minutes 
after restoration of coronary blood flow in the animals 
that did not show postmortem evidence of myocardial 
necrosis. The serum glutamic oxaloacetic  trans- 
aminase, however, did not rise significantly unless 
concomitant heart muscle cell necrosis was found at 
autopsy. The glutamic oxaloacetic transaminase con- 
tent in the area of the heart muscle rendered ischemic 
was the same as that of the nonischemic areas. These 
experimental data supported the current interpreta- 
tion of the significance of the serum glutamic oxalo- 
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acetic transaminase alterations during and after pro- 
longed coronary insufficiency in man. The serum glu- 
tamic oxaloacetic transaminase activity remained 
within normal limits in 34 of 50 patients with status 
anginosus or severe coronary insufficiency accom- 
panied by S-T segment and T wave abnormalities. 
The serum glutamic oxaloacetic transaminase activity 
appears to be useful in establishing the presence or 
absence of myocardial necrosis in patients with severe 
recurrent substernal pain. 

Pericarditis was produced experimentally in dogs 
hy a modification of the 2-stage procedure used in 
producing coronary insufficiency; this consists of the 
injection of a magnesium silicate solution into the 
pericardial cavity. The serum glutamic oxaloacetic 
transaminase activity was within normal limits in the 
animals in which pericarditis had been produced un- 
less subepicardial necrosis was found at autopsy. The 
serum glutamic oxaloacetic transaminase activity re- 
mained within normal limits in 9 of 11 patients with 
acute pericarditis due to various causes. In the re- 
maining 2 patients brief and insignificant elevations 
with a maximum of 56 units occurred. No experimen- 
tal studies on pulmonary infarction were performed. 
In 6 of 7 patients with pulmonary infarction no alter- 
ations in transaminase levels were found. An insignifi- 
cant rise was observed in the 7th patient. The serum 
glutamic oxaloacetic transaminase activity appears to 
be useful in determining the presence or absence of 
acute myocardial damage after acute myocardial in- 
farction, coronary insufficiency, and pericarditis and 
a valuable aid in the differential diagnosis of chest 
pain. 


The Heat Resistance of Dried Smallpox Vaccine. 
R. M. Cross, C. Kaplan and D. McClean. Lancet 
1:446-448 (March 2) 1957 [London]. 


Laboratory and field trials with dried smallpox 
vaccine produced in several countries have been car- 
ried out under the auspices of the World Health Or- 
ganization. The combined laboratory and field trials 
on the dried vaccine prepared at the Lister Institute 
have been continued over a long period. Samples of 
the dried vaccine were stored at —10 C, 37 C, and 
45 C. A batch of glycerinated vaccine lymph was also 
maintained at —10 C throughout the experiment to 
control the susceptibility to vaccination of the rabbits 
used in potency titrations and of the people on whom 
the vaccine samples were tested. Samples of the vac- 
cine stored at —10 C were tested at the beginning 
and end of the trial. Samples stored at 37 C and 45 C 
were removed at intervals of 4 to 106 weeks for titra- 
tion in the laboratory and trials in primary vaccination 
In Man. 

Young men with no history of previous vaccination 
and without scars on their arms were selected for 
vaccination with the samples being tested. The dried 
vaccines, stored up to 78 weeks at 37 C and 45 C, 
were each tested in groups of about 100 men. The size 
of the control group vaccinated with lymph was 
reduced to about 50 after the earlier tests, and, in 
view of the successful results already obtained, the 
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size of the groups tested with dried vaccine kept for 
106 weeks was also reduced. All the vaccinations 
were made by a uniform technique—a single linear 
scratch 0.25 in. long. Arms were inspected on the 7th 
day and the results recorded. There was no detectable 
deterioration either by pock counting or scarification 
tests after 32 weeks storage at 37 C and 45 C. Vac- 
cination with these samples also produced success in 
all of the patients. At the end of 2 years the vaccine 
stored at the higher temperature still produced all 
successful vaccinations in man and showed only a 
slight decrease in potency by laboratory titration. A 
dried smallpox vaccine with such resistance to heat 
should solve the major difficulty in carrying out vac- 
cination programs in hot countries with poor trans- 
portation and inadequate refrigerating facilities. It 
would also enable adequate reserves to be kept in 
these countries against epidemics. 


The Evolution of Steatosis in Alcoholism Investigated 
by Repeated Needle Biopsy of the Liver. G. Menghini, 
F. Orlandi and N. Benda. Minerva med. 48:50-56 (Jan. 
13) 1957 (In Italian) [Turin, Italy]. 


Steatosis was found in 10 alcoholic patients by 
means of needle biopsy of the liver 48 to 72 hours 
after their admittance to the hospital. These patients 
were given no medical treatment. They received 
normal meals every day, with the exclusion of alco- 
holic beverages only. They were kept at complete 
rest except for 4 or 5 hours a day. A 2nd biopsy per- 
formed 7 to 47 days after admission and, in some 
patients, a 3rd biopsy showed complete disappear- 
ance or marked regression of the steatosis in 8 of the 
10 patients. Clearing of the steatosis was observed to 
be relatively slower in the perilobular zone; therefore, 
the authors believe that steatosis of alcoholic patients 
develops from the perilobular zone and clears from 
the central lobular zone. No significant lesions were 
present after clearing of the steatosis. Fairly extensive 
infiltration was observed in 2 patients. 


SURGERY 


Evaluation of the Risk in Catheterization of the Heart 
and of the Pulmonary Artery. T. Lubich, E. Di Paolo 
and F. Boni. Cardiol. prat. 7:441-462 (Oct.) 1956 (In 
Italian) [Florence, Italy]. 


A 35-year-old woman with cardiopathy since she 
was 7 years of age was subjected to cardiac catheteri- 
zation. She was still somewhat excited after the usual 
general and local preparation. Introducing the cathe- 
ter in the vena basilica of the left arm and pushing it 
up to the left atrium did not cause any complications. 
Tachycardia due to fibrilloflutter occurred during the 
maneuver for the introduction of the catheter into the 
right ventricle. Because increasing dyspnea developed, 
the investigation was stopped. The patient did not 
benefit from emergency treatment. Her condition be- 
came worse, and symptoms of acute pulmonary edema 
were noted. An electrocardiogram showed persistent 
auricular fibrillation. The patient was markedly ex- 
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cited. Treatment of the edema by venesection, oxygen Bleeding From the Upper Gastrointestinal Tract: A) 
inhalation, cardiac tonics, and sedatives gave no bene- Analysis of 111 Cases. C. McC. Smythe, M. P. 0s. 
fit, and the patient died 4 hours later. The authors borne, N. Zamcheck and others. New England J. Med 
believe that the auricular fibrillation was caused by 256:441-447 (March 7) 1957 [Boston]. 

the mechanical pressure of the catheter during the 
delicate phase of passage into the tricuspid zone. The 
severe pulmonary edema was probably caused by an 
unstable edematogenous threshold. The dyspnea and 
the frequent coughing support this hypothesis. Intense 
agitation that does not respond to therapy is con- 
sidered to be a contraindication to cardiac catheteri- 
zation. 


That 7 of 8 patients with acute hemorrhage from 
the upper part of the gastrointestinal tract admitted 
to a male geriatric (over 70) medical ward died re. 
emphasized the fact that the management of acute 
intestinal hemorrhage remains a serious, unresolved 
clinical problem. The records of all patients with 
acute bleeding from the upper part of the gastro. 
intestinal tract, admitted to the Harvard Services of 
the Boston City Hospital between July 1, 1954, and 
March 31, 1955, were reviewed. There were 2 criteri 
for selection: the opinion of the admitting house officer 
that acute bleeding from the upper part of the gastro. 
intestinal tract was the major clinical problem and 


Gastrectomy for Exclusion in Duodenal Ulcers: 82 
Cases from a Total of 3,000 Gastrectomies. R. de 
Vernejoul, E. Henry, R. Devin and R. Courbier. J. chir. 
73:129-147 (Feb.) 1957 (In French) [Paris]. 


While the majority of duodenal ulcers are readily corroborative evidence of: bleeding. One hundred and 
resectable, there are some in which resection involves nine patients with 111 admissions met these criteria 
risks and gastroduodenectomy has to be given up in in the 9-month period. The source of the hemorrhage 
favor of other surgical procedures, such as the 2-stage was duodenal ulcer in 45 patients, gastric ulcer in 20, 
duodenal ulcer operation, gastroenterostomy alone or and gastric carcinoma in 6 patients. The 13 deaths that 
combined with vagotomy, and gastrectomy for exclu- occurred in this group of 71 patients all occurred in 
sion. This report is concerned with the last procedure. the 37 who were over 60 years of age, and 12 of the 
After commenting on its history, the authors show 13 had severe hemorrhages. In 40, bleeding originated 
that the indications for its use depend on the location in various lesions such as gastritis, esophageal varices, 
of the ulcer and on the inflammatory reaction around hiatal hernia, peptic esophagitis, argentaffinoma, and 
the ulcer. On the basis of their experiences with gas- uncertain or undiagnosed lesions. There were 15 
trectomy for exclusion carried out in 82 of 3,000 pa- deaths in this group. The fact that some of the deaths 
tients requiring surgical treatment for duodenal ulcer, followed relatively mild hemorrhages indicates that 
they conclude that, despite its limited indications, it the hemorrhage itself often did not cause death but 
is an excellent operation that protects some patients initiated events that ended fatally. Two of the deaths 
against fatal accidents or against serious complica- among these patients with less severe bleeding were 
tions in the bile passages and the pancreas. It should due to hepatic coma, and a 3rd was due to pulmonary 


not be considered as an operation that excludes the 
ulcer but as a method, the primary aim of which is to 
reduce the acid secretion of the fundus by eliminating 
the mucosa of the antrum. It is really Leriche’s gas- 
trectomy for reduction of acidity. 

Gastrectomy for exclusion strives: (1) to assure the 
physiological conditions of an ordinary gastrectomy 
by removing the zone of acidity and (2) to avoid 


embolism. 

The much higher death rate (15 of 40) in patients 
whose bleeding was not due to peptic ulcer shows that 
conclusions drawn from data on results in patients 
bleeding from peptic ulcer cannot be applied to those 
with hemorrhage from other causes, who remain the 
principal problem in this field. Age and liver disease 


fistulization of the duodenal stump. The Ist aim will comprised the greatest hazard to such patients. Bleed- 
be realized by complete excision of the entire antro- ing seems to be only an initiating factor in the down- 
pyloric mucosa and by two-thirds resection of the hill course of some patients with cirrhosis. Most ot 
stomach. The 2nd aim is realized by a rigorous tech- them died in coma, usually after the bleeding had 
nique of closure of the pyloroduodenal stump, by the been successfully controlled. In some cases it appears 
perfection of the gastrojejunal anastomosis, and by that bleeding from varices is a manifestation rather 
suppressing the reflux of the gastric contents in the than a cause of increasing hepatic failure. Therefore, 
duodenum. The achievement of these 2 technical the current emphasis on surgical control of such bleed- 
details are described and illustrated. While gastrec- ing, although indicated in selected patients, even if 
tomy for exclusion remains in certain rather difficult completely successful mechanically, cannot be ex- 
cases a reasonable operation that will permit avoid- pected to effect large reductions in mortality. The 
ance of grave complications, it can never be a routine management of the younger patient (under 60 years ol 
or an easy solution. In patients in whom the duodenal age) with uncomplicated peptic ulcer that bleeds pre- 
ulcer is near the choledochus or the ampulla of Vater sents relatively few problems, but management of the 
or in contact with a focus of pancreatitis, it is best to elderly patient with bleeding ulcer is far from satisfac- 
avoid resection. A technique permitting removal of the tory. Advanced age and liver disease were the most 
entire antropyloric mucosa, as does gastrectomy for serious complications associated with gastrointestinal 
exclusion, is then necessary. There were 4 deaths in hemorrhage. The authors conclude that bleeding from 
the 82 gastrectomies for exclusion carried out by the the upper part of the gastrointestinal tract is a com- 
authors. plex problem calling for individual management. 
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Experience with Mediastinal Tumors. R. Lattanzio. 
\{. Russo and C. De Luca. Minerva chir. 12:56-66 
Jan. 31) 1957 (In Italian) [Turin, Italy]. 


The authors have operated on 27 patients with 
mediastinal tumors, 21 with substernal goiters, 2 with 
mesenchymal tumors (1 lipoma and 1 hamartoma), 1 
with neurinoma, 1 with teratoma, and 2 with echino- 
coccal cysts. A thyroidectomy was performed on all 
of the 21 patients with goiter. Partial obstruction of 
the trachea was observed in some of these patients. 
The clinical diagnosis was always confirmed by roent- 
yenographic examination of the thorax. One woman 
had a large cervical goiter with mediastinal manifesta- 
tion and a true mediastinal goiter. All patients re- 
covered. 

The remaining 6 patients (5 female and 1 male) 
were 10 to 41 years of age. Three had the tumor in 
the posterior and 3 in the anterior mediastinum. Pain 
was the most frequent symptom; cough and slight 
fever were also observed. In 3 of the 5 women the 
onset of the symptoms coincided with pregnancy or 
delivery. The tumor was located before the operation 
in all patients by means of roentgenography (includ- 
ing stratigraphy, and bronchography), and laboratory 
tests. All patients were subjected to transpleural oper- 
ation. Recovery was complete 15 to 30 days after 
operation. Serious postoperative complications were 
not observed. The serosanguineous reactive fluid that 
formed in the pleural cavity of some of the patients 
was removed by thoracentesis, which was never re- 
quired more than twice. 


Head Injuries in Relation to Traffic Accidents. W. D. 
Stevenson. Nova Scotia Med. Bull. 36:85-88 (March) 
1957 [Halifax, N. $., Canada]. 


A study of the patients with head injuries admitted 
to a general hospital during the years from 1950 to 
1954 inclusive revealed a steady increase in the num- 
ber of such injuries from 111 in 1950 to 229 in 1954. 
Of these, 415 were caused by vehicle accidents, ac- 
counting for 54% of the total. The accidents seem to 
have become both more numerous and more severe. 
Many more persons now are admitted with multiple 
injuries. The problem of the traffic injury thus be- 
comes more complex and is reflected in a mortality 
rate that is double that of other patients with head in- 
juries. Alcohol was noted on the breath of the injured 
patient in only about 10% of the patients admitted 
trom vehicle accidents. This is an unusually low 
figure. Undoubtedly, many of the patients may have 
been the innocent victims of accidents caused by othe1 
persons who had been drinking. The medical profes- 
sion, until recently, has neglected the preventive 
aspects of traffic accidents. Our first role as physicians 
is that of educators, in acquainting the patient with 
the factors in his physical condition or in the drugs or 
treatment he is taking that might influence his driving 
ability. Second, we can work with government licens- 
ing agencies to produce adequate standards for driving 
licenses, in terms of both physical and psychological 
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factors. Third, through investigating accidents and 
injuries and by cooperating with other groups, we 
can assist further research into the causes of specific 
accidents. Fourth, we can, both through example and, 
again, through the process of education, attempt to 
encourage the use of many of the safety devices, such 
as safety belts, now available, and known to be usetul 
and effective agents in preventing injury. 


Hypoglycemia in Sarcoma-Like Tumors: Case of 
Fusicellular Sarcoma with Severe Hypoglycemic At- 
tacks. C. Holten. Ugesk. lager 119:162-166 (Feb. 7 
1957 (In Danish) [Copenhagen]. 


A large retroperitoneal tumor pertorating the as 
cending colon was removed in 1947 from a 49-year-old 
woman. The histological diagnosis was fusicellulas 
sarcoma. Five vears later when marked enlargement 
of the liver had occurred, there were mild hypo 
glycemic attacks, followed after half a vear by hypo 
glycemic coma that was treated with intravenous in 
fusion of dextrose. A vear later the hypoglycemic 
coma recurred. Cortisone treatment had doubttul 
effect. The patient died 18 months after the severe 
hypoglycemic attacks set in and 7 years after opera 
tion. The numerous liver metastases found at autopss 
were histologically like the primary tumor. The find 
ings resembled those described by Skillern and co- 
workers in 2 patients with tumors simulating spindle 
cell sarcoma and causing hypoglycemia. The relatively 
slight malignancy of the tumor in the case reported 
here agrees with the observations of these authors 
Because of the histological similarity to sarcoma, the 
fact that the tumors produced a hypoglycemizing 
substance, and their size, the tumors may justifiably be 
regarded as constituting a special group. In future 
cases of this kind the insulin content of the tumor 
tissue should be determined. 


Hypertrophic Osteosclerosis (Bony Spur) of the Lum- 
bar Spine: Producing the Syndrome of Protruded 
Intervertebral Disc with Sciatic Pain. M. T. Schnitker 
and F. C. Curtzwiler. J. Neurosurg. 14:121-128 (March) 
1957 (Springfield, IIl.]. 


In the surgical treatment of low back pain and 
sciatica, the authors learned to appreciate the com- 
plexity of mechanisms involved in the production of 
pain. In this paper they show that localized hyper- 
trophic osteosclerosis (bony-spur formation) is another 
mechanism in the production of low back pain and 
sciatica. Of 154 patients on whom laminotomy was 
performed for lumbar herniation of the nucleus pul- 
posus, 9 (5.8%) had bony spurs. The ages of the pa- 
tients ranged from 30 to 65 years, and 8 of the 9 were 
women; whereas, in a large series of patients with 
lumbar herniation of the nucleus pulposus, men pre- 
dominated in a ratio of 2.1:1. In patients with hernia- 
tion of the nucleus pulposus, the usual mechanism of 
production is believed to be a flexion or extension 
stress in the lumbar spine; rarely does direct trauma 
to the spine produce this lesion. In the group pre- 
sented here, a fall on the buttock was the precipitating 
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factor in 7 patients. It is postulated that, at the time 
of the injury, the patient sustained a small fracture 
or periosteal tear in the region of the interarticular 
isthmus, with hemorrhage and swelling, producing 
the initial compression and nerve-root irritation with 
pain. The pain in the back and leg came on im- 
mediately after the injury in all 9 patients, but it was 
not as severe and dramatic (ice-pick stab) as occurs in 
some patients with true herniation of the nucleus 
pulposus. The duration of symptoms was from 2 
months to 1 vear. All patients had fairly severe low 
back pain, with the sciatic symptoms, but the leg pains 
were predominant. Four complained of numbness in 
the involved extremity and 2 of paresthesias. Cough- 
ing, sneezing, and straining aggravated the symptoms 
in 4 patients. 

Three of the 9 patients had fairly good relief on 
bed rest, and another 3 obtained complete relief tem- 
porarily, with pain recurring on activity. No perma- 
nent relief was obtained in any patient by the use of 
supports and braces or prolonged bed rest, with or 
without traction. Hemilaminotomy or partial hemi- 
laminectomy with removal of the bony exostosis re- 
lieved the symptom complex completely in 8 patients. 
On the basis of anteroposterior roentgenograms made 
before and after operation, the authors have come to 
recognize that obliquity of the facets at the suspected 
level is a constant finding. A deformity also occurs at 
the level of involvement. This they call a “bulbous 
facet,” and it is indicative of the presence of a bony 
exostosis. Lumbar myelography can verify the bony 
deformity in many instances. 


The Gastric Ulcer Problem: Prognosis in Masked 
Malignancy. W. K. Runyeon and S. O. Hoerr. Gas- 
troenterology 32:415-421 (March) 1957 [Baltimore]. 


The question, Is operation for clinically benign 
gastric ulcer on grounds of possible malignancy justi- 
fied?, can be answered by a proper evaluation of the 
factors favoring and opposing such operation. One 
factor favoring operation is an apparently irreducible 
incidence of “masked malignancy” in ulcers that either 
are benign clinically or belong to an indeterminate 
group in which malignancy is only suspected. In this 
study of 134 patients who were operated on for a 
gastric ulcer that was not clearly malignant on the 
basis of preoperative study, 24 (20%) proved to have 
malignant disease. In some of these 24 patients the 
reasons for operation included a high degree of clini- 
cal suspicion of cancer. In others the reason for opera- 
tion was merely recurrence or failure of healing after 
medical management. Another factor favoring opera- 
tion is the better outlook for cure in “masked malig- 
nancy. In this series it was about 4 times as good as 
in patients having frank malignancy. A 3rd_ factor 
favoring operation is the high incidence of satisfactory 
clinical results from gastric resection for benign ulcer, 
averaging greater than 90% in many reports and in the 
authors’ own experience. If the mortality for gastric 
resection for benign ulcer (the chief argument against 
operation) can be kept below 2%, operation should be 
urgently advised for all patients who have gastric 
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ulcers, unless the ulcer is clearly benign on clinica! 
evaluation, heals promptly on medical manage inep} 
and can be followed roentgenographically at regula; 
intervals. 


The Efficiency of Esophageal Hiatal Hernia Repair, 
W. Weisel, F. Raine and R. R. Watson. Surg. Gyne 
& Obst. 104:471-474 (April) 1957 [Chicago]. 


Roentgenologic evidence of esophageal hiatal dia. 
phragmatic hernia was seen by the authors in 22) 
patients over a period of 4 years. Esophagoscopy was 
performed on 97 patients, because they had symp. 
toms suggesting esophageal disease, and 46 were 
found to have ulcerative esophagitis. In 30 of the 46 
patients transthoracic repair of the hernia was carried 
out. A left posterolateral incision was used, and th 
pleural space was entered through the 7th intercostal 
space. The diaphragm was incised by a conforming 
semicircular incision about 2 in. from the hiatus. The 
redundant tissues of the esophagodiaphragmatic liga. 
ment and associated peritoneum were excised, and 
the ligament was repaired or resutured below the 
diaphragm. The right crus was then reapproximated 
posteriorly, and the diaphragmatic and chest wall 
wounds closed. Among the 16 remaining patients, 5 
had resective operation for severe stenotic lesions. 
and the other 11 were treated by endoscopic and 
medical methods, but they were all followed in 
manner similar to that used for the other patients. 
None of the 11 patients treated by endoscopic and 
medical means showed healing or complete inactivity 
on repeated esophagoscopic examinations, whereas 
all except 2 of the 30 patients with ulcerative eso- 
phagitis treated by transthoracic repair of the hiatal 
hernia showed complete healing of the esophagitis 
In 1 patient the hernia recurred but later it was re- 
paired and the esophagitis disappeared. A. stricture 
developed in another patient. 

The authors believe that the patients described 
demonstrate the efficiency of a physiological approach 
in reconstruction of the normal hiatus for correction 
of hiatal hernia. If the repair is performed before 
irreversible pathological changes have taken place. 
the stomach returned to the abdomen, and the cardiac 
sphincter “replaced” by posterior approximation ot 
the right crus, a satisfactory herniorrhaphy has been 
accomplished and good clinical results may be ex- 
pected in most patients. The clearing of ulcerative 
esophagitis after operation is adequate basis for these 
deductions and probably of equal or greater value 
than roentgenographic evidence of hernial reduction 
and_ cardioesophageal-sphincter competency in_ the 
evaluation of postoperative results. 


Electrosurgery in Cancer of Breast. F. Carranza. Arch 
urug. med, 48:297-304 (April-May-June) 1956 (In 
Spanish) [Montevideo, Uruguay]. 


Electrosurgery is far better and safer than operativé 
surgery for radical mastectomy in patients with cance! 
of the breast. The steps of the operation are the same 
as those of operative surgery, but the incision is made 
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with the electrotome, which prevents dissemination 
of cancer cells through the open lymphatics. The fat is 
dissected by the coagulating current, and the muscles, 
tendons of the great and lesser pectoral muscles, and 
the fat capsule of the axilla are sectioned with the 
oscillating current. The axillary mass is freed by blunt 
dissection, not by electrosurgery. The number of liga- 
tures necessary for hemostasis is small in comparison 
to that used in operative surgery. The capillaries and 
lymphatics are sealed by the electrotome. Hemostasis 
is perfect, and the operative shock is less severe than 
that associated with operative surgery. Disinfection 
of the field after the operation is done with the elec- 
trocautery. Mobilization of the skin flaps makes 
sutures easy without the need for skin grafts. A drain 
is left in the axillary cavity. Healing takes place by 
first intention. The procedure is of value in certain 
patients with late recurrences of cancer, provided the 
recurrence is not too extensive. The use of intensive 
coagulation may transform inoperable into operable 
cancer. Recurrences do not occur after electrosurgery. 


Gall-bladder Surgery in a Community Hospital: A 
Continued Study. R. H. Thompson and S. G. Davis Jr. 
New England J. Med. 256:547-550 (March 21) 1957 
[Boston]. 


The authors continued an earlier study on gall- 
bladder operations in the Salem, Mass., community 
hospital. Having reported on 500 surgically treated 
patients with gallbladder disease in 1950, they now 
review a series of 571 patients observed from 1950 
through 1954 and compare the results in the 2 groups. 
They found that about the same number of patients 
are being subjected to elective cholecystectomy and 
to operation for acute cholecystitis, but in the acute 
cases cholecystectomy was done appreciably more 
often in the later series and cholecystostomy less 
often. In the cases of proved calculus disease, common 
duct stones were found with about the same fre- 
quency in the two groups (11 and 12%). Cases of 
jaundice appeared half as often in the later series, 
and, although more of the ducts were explored, 78% 
versus 65% for the former group, the same number 
(49%) of ducts contained stones. Cholecystectomy 
without exploration of the common duct in jaundiced 
patients was performed 4 times as often in the Ist 
group. 

Opaque calculi were found on the plain x-ray film 
in 38% of the patients. Roentgenologists have become 
very accurate in the diagnosis of biliary-tract disease. 
Cholangiograms were seldom taken during operation 
in the later group, but the method is being revived. 
Postoperative cholangiography is being done frequent- 
ly when th common duct has been explored, but only 
twice in 76 times did this maneuver lead to reexplora- 
tion and extraction of stones. The percentage of pa- 
tients with complications was about the same as that 
in the first group, and their hospital stays were pro- 
longed by the same amount. There were fewer pa- 
tients, 7 in 571 as opposed to 9 in 500, who had 
postoperative common-duct complications. To date 
the recorded figure for retained common duct stone 
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in 1,071 operations, some of which were done as long 
ago as 1938, is 0.56%. The mortality has been reduced, 
although by a small amount, and the average age of 
patients who die continues to increase. 


Abdominal Trauma: A Study of 297 Consecutive 
Cases. R. B. Allen and G. J. Curry. Am. J. Surg. 93: 
398-404 (March) 1957 [New York]. 


The authors review observations on 297 patients 
with abdominal trauma, including genitourinary tract 
and pelvic visceral involvement. Of these 230 patients 
had nonpenetrating and 67 had penetrating injuries. 
All but 5 of the penetrating injuries were due to gun- 
shot or stab wounds. Vehicular accidents accounted 
for 70% of the nonpenetrating injuries. The intra- 
abdominal viscera were injured in 39 of the 67 patients 
with penetrating injuries and in 125 of the 230 with 
nonpenetrating injuries. In penetrating wounds, the 
gastrointestinal tract and liver were most commonly 
injured, whereas patients with nonpenetrating trauma 
suffered injuries most commonly to the kidneys and 
spleen. Shock was present in 77 of the patients: in 23 
of the 27 patients with gunshot wounds, in all 4 pa- 
tients with splenic injuries, in 10 of 11 patients with 
hepatic injuries, and in 4 of 6 patients with renal 
injuries, and it was a factor in some of the 39 deaths. 

Since serious intra-abdominal injury may not be 
evident at first, examination must be repeated. Pulse 
rate and blood pressure level may have to be deter- 
mined at 15-to-30-minute intervals, and the blood cell 
count and hemoglobin and hematocrit determinations 
may be required every 3 to 4 hours. Internal bleeding 
may be manifested by a progressive fall in these 
values with little or no evidence of clinical shock. 
Roentgenologic examination of the abdomen should 
be carried out if feasible. Helpful positive findings 
include: pneumoperitoneum, foreign bodies, and ab- 
normal soft-tissue shadows. Fractures in ribs, pelvis, 
and vertebrae will alert one to possible injuries of the 
liver, spleen, kidneys, and bladder. All patients should 
void or be catheterized to determine hematuria, and 
if blood is present a bladder capacity test and/or a 
cystogram should be performed. Later, cystoscopy or 
pyelography may be indicated. Diagnostic paracente- 
sis may be indicated, but only positive findings are 
significant. 

Operative treatment was performed in 47 of the 67 
patients with penetrating injuries and in 82 of the 230 
patients with nonpenetrating injuries. When exploring 
the injured abdomen, bleeding points should first be 
sought and controlled, and then attention should be 
given to perforations of the intestinal tract. Bleeding 
from the liver should be controlled with mattress 
sutures and/or hemostatic packs when possible. Injury 
to the gallbladder is repaired with insertion of a T- 
tube. When this is not possible, a cholecystojejunos- 
tomy or choledochojejunostomy of the Roux Y type is 
best. Injuries to the pancreas or receptaculum chyli 
are not always serious. Usually, bleeding and flow of 
chyle may be controlled with suture. Hemorrhage 
from mesenteric vessels may be controlled with trans- 
fixion ligatures, but ligation of large vessels may em- 











812 MEDICAL LITERATURE ABSTRACTS 


barrass the circulation, and, if there is any question of 
viability, resection should be performed. A ruptured 
diaphragm must be repaired preferably by a trans- 
thoracic approach. Kidney injuries with serious bleed- 
ing or evidence of extravasation of urine require 
nephrectomy in most cases. Unless contraindicated by 
the poor condition of the patient, a thorough and sys- 
tematic exploration of the abdomen should be made. 
Retroperitoneal explorations should be performed 
when indicated. 


Aneurysm of Renal Artery: Case. F. J. Ardanza. Cir. 
ginec. y urol. 10:414-421 (Nov.-Dec.) 1956 (In Spanish) 
[ Madrid]. 


Aneurysm of the renal artery is rare. It may be due 
to: (1) congenital lack of strength of the arterial wall, 
(2) trauma, syphilis, or arteriosclerosis, or (3) internal 
or external compression of the arterial wall. The 
aneurysmal sac may be located in the trunk or the 
sniddle or terminal branches of the artery. The pul- 
satile tumor in the renal region cannot be reached by 
palpation and does not produce symptoms, which 
makes a diagnosis difficult. True aneurysm of the 
renal artery frequently is calcified. In the radiogram 
it casts a typical shadow, which is diagnostic. The 
shadow forms a ring in the renal region or in the renal 
hilium and is interrupted at the point at which it 
contacts the artery. This typical interruption of the 
shadow at the renal artery makes the shadow different 
from those given by true renal or biliary calculi, or by 
calcification of a lymph node, cyst, tumor, or tuber- 
culous focus. False aneurysm of the renal artery can 
be diagnosed by the precense of a tumefaction pos- 
sessing a systolic murmur. The operation consists of 
exteriorization of the kidney, ligation of the pedicle 
of the aneurysm if it is not calcified, extirpation of the 
aneurysm, and replacing of the kidney in its capsule. 
When this operation is not feasible because of calcifi- 
cation of the pedicle or any other obstacle, a nephrec- 
tomy is performed. Of the 108 cases of aneurysm of 
the renal artery reported in the literature, the kidney 
was spared during extirpation of the aneurysm only 
in 3 cases. The case reported by the author in a woman 
60 years of age is the 4th case reported with preserva- 
tion of the kidney. The immediate and late postopera- 
tive periods were satisfactory. A follow-up study 20 
months after the operation showed the patient to be 
in perfect health. 


On the Spontaneous Aneurysms of the Popliteal Artery. 
S. Papp, P. Gorgo, J. Stefanics and L. Ranky. Minerva 
cardioangiol. europea 4:743-746 (Dec.) 1956 (In 
French) [Turin, Italy]. 


The early symptoms of nontraumatic popliteal 
aneurysm are similar to those of senile arteritis, but 
popliteal aneurysm has complications (rupture, pro- 
gressive thrombosis of the arterial trunk, and distal 
embolism) that may result in gangrene of the limb or 
even death of the patient. The cases of a 51-year-old 
man and a 45-year-old man both with spontaneous 
aneurysms of the popliteal artery are described. The 
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Ist patient had tumefaction of the left popliteal space 
for 2% years. For 2 months before admission, pain wa; 
present while walking and at rest. A pulsative tumo; 
of the size of the fist of a child was observed in the left 
popliteal space. Palpation caused acute pain. No pulsa. 
tion could be felt in the dorsalis pedis or the posterio; 
tibial arteries. The foot was pale, and when suspended. 
the leg became red. The Wassermann reaction was 
positive on several occasions. The cholesterol |eye! 
was 266 mg. per 100 cc. Some manifestations of 
syphilis were present. Transcutaneous arteriography 
of the common femoral artery showed an aneurysmal 
sac 6 cm. long and 4 cm. wide. The contrast medium 
did not pass immediately into the deep femoral 
artery; a parietal irregularity was present in the 
superficial femoral artery. A lumbar sympathectomy 
was performed 15 days before operating on the 
aneurysm in order to improve the collateral circula- 
tion. An incision 16 cm. long was made. The aneurys- 
mal sac was freed from its surroundings, and in its 
place a provisional ligation on the efferent popliteal 
artery was made. An incision of the sac was made after 
having compressed the femoral artery above the 
aneurysm, and the clots were removed. Drainage was 
continued for 24 hours after the removal of the 
aneurysmal sac. Anticoagulants and antibiotics were 
given for the next 3 days. There were no postopera- 
tive complications. After 2 months, pain and claudica- 
tion had disappeared and the oscillometric readings 
were normal. The other patient was subjected to a 
similar operation. An examination made 2 months 
later, however, showed that the claudication was still 
present though pain had disappeared. 


Experience of the Burns Unit: A Review of 520 Cases. 
A. J. Evans. British M. J. 1:547-551 (March 9) 1957 
[London]. 


Five hundred twenty patients with burns were 
treated at a special burns unit consisting of 18 beds 
divided into 1 6-bed ward, 1 4-bed ward, a 5-bed 
nursery, and 3 single rooms. A major dressing room 
included a sodium chloride—bath unit; a minor dress- 
ing-room was available for ambulant patients and 
those with less severe burns; and skin-grafting opera- 
tions were performed in an operating theater. Of the 
520 patients, 453 were less than 60 years old and & 
were over 60 years of age. The area of burns was less 
than 30% of the surface of the body in 463 patients 
and over 30% in 57. Of the 520 patients, 348 (fresh 
cases) were admitted within 72 hours after the burns 
were sustained and 172 (delayed cases) were referred 
after a longer period, possibly because of initial failure 
to recognize the severity of the injury in many of 
them. The average sojourn in the burns unit was 34.5 
days for patients with “fresh cases,” as compared with 
65.5 days for patients whose admission had _ been 
delayed. 

Current treatment in the burns unit consisted of: 
1. Controlled intravenous replacement of fluid loss 
from damaged capillaries was required in all patients 
with burns exceeding 18% of the body surface in 
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adults, and 12% in children. 2. Exposure of the burned 
areas was the method of choice for all patients with 
fresh burns. Nursing was carried out on a special 
frame with rug canvas and with the patient lying on 
sections of polythene sponge, which were directly in 
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liteal levels of 3 Gm. of protein per kilogram of body weight 

after and the equivalent number of calories, and even 

i higher levels when necessary, were thus achieved 

wae without having to resort to tube feeding. The mor- 

Ye tality rate of patients aged less than 60 years with 

the ¢ alms ¢ 

were fg bums of less than 30% of the surface of the body was 
zero, and even that in the 30 patients with burns of 

pera- 2 Qc, — > - 

i 30 to 49% of body surface was kept down to less than 

ed 25%. The total number of deaths was 46, i.e., 73.6% of 

> the expected 62 deaths. 
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still I) NEUROLOGY & PSYCHIATRY 


Treatment of Huntington’s Chorea. P. Grung and P. 

‘eees, Sundby. Tidsskr. norske laegefor. 77:158-160 (Feb. 15) 
1957 1957 (In Norwegian) [Oslo]. 

In treating 3 patients with hereditary chronic pro- 

were gressive chorea, 5 mg. of reserpine were given intra- 

beds venously the first 3 days, with 2 mg. twice daily by 


tod mouth, after which the daily dosage was 4 to 11 mg. 
aii by mouth, adjusted individually. In the first 2 patients 
tity there was a definite reduction of the choreatic move- 
al ments. The lst patient received 4 mg. daily for a year, 
aie with continued excellent effect. Psychic strain caused 
the a transient aggravation. In the 2nd patient also, im- 
1 67 mediate improvement of the choreatic unrest resulted, 
ine with subjective improvement as well. In the 3rd, more 
te advanced case the treatment was of doubtful value 
ill because of the side-effects and complications noted 
ins during treatment. After 6 weeks of therapy bulbar 
ial phenomena set in, a complication the authors have not 
ane tound described elsewhere. It disappeared on with- 
Lan drawal of the drug. Most side-effects associated with 


345 reserpine treatment are transient and harmless. They 
often disappear on reduction of the daily dose. The 
treatment is of undoubted value in patients with 
hereditary chronic progressive chorea, especially in 
of: the earlier stages of the disease. The disease, trans- 
mitted by a dominant, inheritance factor, affects an 
average of 50% of the offspring and both sexes equally. 
The children who do not inherit the gene do not 
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transmit the disease. The symptoms generally appear 

between the ages of 30 and 45 and less often between 
15 and 30 or 45 and 60. When the symptoms appear 

the patient may already have children and thus may 

have transmitted the. disease to the next generation 

In their investigation of families with the disease in 
Norway from about 1700 to 1946, Orbeck and Quel 

prud found 135 certain and 25 suspected cases. 
Twenty-two persons with certain or suspected cases 
were apparently living in 1946. Many of these have 
married or will marry and have had or will have chil 

dren. The authors discuss the possibility of prophylac- 
tic efforts in education to prevent propagation in 
affected families in Norway such as those being made 
in the United States. 


Case of Arachnidism Due to Bite of Black Widow 
Spider (Latrodectus Mactans) in Vieques, Puerto Rico. 
I. Fox, W. J. Grace and J. P. Debbink. Bol. Asoc. méd. 
Puerto Rico 48:440-447 (Nov.) 1956 (In English) 
[Santurce }. 


The black widow spider has been occasionally found 
in Puerto Rico, but it leads so obscure an existence 
that many physicians and even the country folk are 
unaware of its existence. In the last few years, the 
island of Vieques (area: 51.5 square miles), which is 
located 9 miles east of Puerto Rico, has been the 
scene of large scale spring maneuvers by the U. S. 
Marines. Early in the morning after a simulated am- 
phibious assault in 1956 a marine was bitten by a 
black widow spider while he was asleep. The patient 
received 20 cc. of a 10% solution of calcium gluconate 
and 100 mg. of meperidine. The meperidine relieved 
his pain, but the calcium gluconate did not help him. 
He was admitted to the army hospital at Fort Brooke, 
Puerto Rico, where he appeared to be seriously ill and 
in acute distress. The emergency treatment consisted 
of an infusion of 1 liter of water containing 25 mg. of 
corticotropin and the administration of 10 mg. of 
corticotropin intramuscularly. In the next 3 days he 
was given 50 mg. of cortisone every 6 hours. He per- 
spired profusely the Ist night after the bite. Cortico- 
tropin and cortisone promptly relieved his symptoms, 
and recovery was complete in 4 days. An inspection 
of the place where the marine received the bite re- 
vealed many black widow spiders. They are found 
chiefly under dead grass. Because supplies had been 
brought to Vieques from a training area in North 
Carolina, where black widow spiders are common, it 
could not be decided whether the spiders were an 
indigenous species or had been introduced with the 
supplies. 


Failures in Psychiatry: The Chronic Hospital Patient. 
N. C. Morgan and N. A. Johnson. Am. J. Psychiat. 
113:824-830 (March) 1957 [Baltimore]. 


The authors report the findings in 2,166 “chronic” 
patients, 1,031 men and 1,135 women with various 
psychoses, who resided in the hospital continuously 
for more than 2 years. The patients were studied to 
identify the nature of the mental disease itself and to 
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tabulate certain sociological factors that might play 
a part in failure to recover and to return to the com- 
munity. Sixty-three percent of the men and 67% of 
the women had schizophrenia. Organic psychoses ac- 
counted for 20% of the men and 18% of the women, 
while the remaining 17% of the men and 15% of the 
women, had functional psychoses other than schizo- 
phrenia. The average age of the men was 53 years 
and that of the women 57 years. At the time of ad- 
mission only 22% of the men and 34% of the women 
were married; some of the patients have been di- 
vorced or widowed since admission. At the time of 
admission only 23% of the men and 27% of the women 
had both parents living; many of these parents have 
since died. 

Most of the chronic patients had a poor educational 
background. Seventy-four per cent of the males and 
63% of the females had completed eight grades of 
school or less. Only 13% of the men and 22% of the 
women had completed high school or more. The oc- 
cupational level was essentially that of unskilled 
labor. Most of the chronic patients seemed to have 
few interested relatives. Over the last 2 years the 
hospital received more than 3 letters of inquiry about 
only 9% of the men and 15% of the women. Only 
8% of all the patients had more than $20, and 69% 
had no personal spending money at all. The chronic 
patient thus has a severe poverty of resources avail- 
able to motivate him to return to community life and 
to help him to do so. Comparison with a group of 400 
patients with various psychoses who were discharged 
and who remained out of the hospital showed that 
the discharged patients had a much higher rate of 
marriage and a higher educational level than those in 
the chronic group and a greater proportion of persons 
in the occupational group were above the level of 
unskilled labor. With the group of patients who are 
already chronic the task of treatment and placement 
in the community is extremely difficult. Distinction 
must be made between the chronic patients and the 
patients currently entering the hospital who are candi- 
dates for chronicity. Awareness of the social factors 
described may facilitate the management of the latter 
patients and help prevent chronicity. 


Lead Encephalopathy. J. O. Trelles, F. Polack and 
G. Guerra. Rev. neuro-psiquiat. 19:293-321 (Sept.) 
1956 (In Spanish) [Lima, Peru]. 


Familial lead poisoning occurred in both parents 
and 3 infants from 1 to 3 years of age. The father 
worked at home preparing lead plates for batteries of 
automobiles. The course of the disease was relatively 
slow in all but 1 patient. One of the infants was treated 
with a calcium derivative of ethylenediaminetetra- 
acetic acid. The lead impregnation of the tissues di- 
minished, but the clinical course of the disease was 
unchanged. In 1 of the infants the disease followed a 
rapid course for a month. The patient died with an 
acute lead encephalopathy. Autopsy revealed that the 
predominant lesions were meningeal, neuronal, and 
vascular. The changes in the cerebral and cerebellar 
cortex and the inferior olive were similar to those of 
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experimental lead poisoning, but without glial ye. 
action. The titer of lead impregnation in the tissue wa 
not correlated with the intensity of the lesions. 


Multiple Therapy in Private Psychiatric Practice, |. 
Alexander and M. Moore. Am. J. Psychiat. 113:8]5. 
823 (March) 1957 [Baltimore]. 


Twenty-nine patients, 22 women and 7 men, be. 
tween the ages of 19 and 72 years with particular) 
treatment-resistant, severe mood disorders with oy 
without schizophrenic features were treated by “mul. 
tiple therapy,” i.e., in an integrated program of psy. 
chotherapy and physical therapy, planned and carried 
on by 2 therapists working in close liaison on the 
individual patient. One therapist devoted himself ey. 
clusively to psychotherapy and the other to physical 
treatments and supplementary psychotherapy, as new 
psychodynamic constellations emerged during the 
treatment. Twelve of the 29 patients achieved a full 
recovery and an additional 10 a social recovery. This 
recovery rate of 75% is statistically not significantly 
different from that of 61% for a group of 201 w.- 
selected patients in psychotic and borderline states 
who were treated by a single therapist with physical 
treatment methods and/or psychotherapy. This fact 
suggests that the particular difficulties observed in the 
authors’ patients were adequately met by the method 
of treatment described. 

Where the relation between referring therapist and 
patient was strong and positive, it was in no way dis- 
rupted or diminished either by any form of physical 
treatment, such as electric convulsion therapy, insulin 
coma, or even lobotomy, or by the subsequent rela- 
tionship with the 2nd therapist. This became _par- 
ticularly striking when, after some progress in phys- 
ical treatment, as the patient’s ego became able to 
assert more effective controls and defenses, the pa- 
tient frequently thrust the 2nd therapist into a sort of 
combined ego-superego role, attempting to impress 
him with an increased grasp of reality and improved 
mastery in many situations. Meanwhile the patient 
retained an unchanged relationship with the Ist ther- 
apist, with whom the patient remained more con- 
cerned with id derivatives and inclinations. This per- 
haps adds particular strength and effectiveness to 
the multiple therapy. 

Choice of psychotherapist, after physical treatment, 
was left entirely to the patient, and, aside from the 
usual influences arising from transference and coun- 
tertransference factors, it was noted that patients 
frequently turned away from the therapist who had 
the better relationship with the more conflictful fig- 
ures in their lives. It was as though they felt that, 
under these circumstances, the therapist could not 
really sympathize with their point of view but would 
remain an ally of the hated or ambivalently regarded 
figure. Frequently, however, patients seemed able to 
tolerate continued combined treatment from the 2 
therapists, deriving different but complementary bene- 
fits from each. The great flexibility of the multiple- 
therapy situation proved especially useful in cases i? 
which marital conflict was a prominent issue. Each 
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could have his own therapist, and yet there 
was a joint meeting and confrontation on their prob- 
lems in an atmosphere often charged with an almost 


revivalist emotionalism and permissiveness. 


spous 


4 Contribution to the Study of the Alterations of At- 
tention: Observation of Six Patients with Tumor of 
the Pineal Gland. G. Zanocco and C. Alvisi. Rass. 
studi psichiat. 45:1229-1249 (Nov.-Dec.) 1956 (In Ital- 
ian) [Siena, Italy]. 


Alterations of attention were studied in 6 patients 
with tumor of the pineal gland. The diagnosis was 
made in 5 patients by means of ventriculography and 
in one by means of a biopsy specimen. Three patients 
were subjected to ventriculocisternostomy and_ the 
rest to other decompressive operations. The Ist pa- 
tient had 2 episodes of loss of consciousness and 
hallucinations similar to peduncular hallucinations, 
which are phenomena of the hypnic sphere consist- 
ing of a dream-like evocation of silent and moving 
images that intervene without disagreeable sensa- 
tions. The 2nd patient had symptoms that could be 
attributed to endocranial hypertension (sleep, vomit- 
ing, and headache). A reversible subattentive state 
was observed at the clinical examination. The elec- 
troencephalogram of both patients was close to 
normal, but the rhythm of the small alpha waves in- 
cluded occasional delta waves, and the tracing tended 
frequently to become flat. Opening the eyes provoked 
the reaction of arrest when the alpha rhythm was 
present. A slight noise made during the period in 
which the tracing had become flat caused the return 
of the alpha rhythm. This aspect is typical of a state 
of consciousness that tends toward sleep. The frequent 
spontaneous reactions of arrest correspond to an early 
state of sleep. The 3rd patient presented diminution 
of the memory of fixation. A few weeks before enter- 
ing hospital she used to become sleepy often. This 
defect in the attention did not change substantially 
after ventriculocisternostomy. The authors believe 
that disturbances were caused in all 3 patients by the 
effect of tumor on the mesencephalic region. Decom- 
pression was more beneficial to the remaining 3 
patients. Electroencephalographic results changed 
markedly after the operation; the hypersynchronous 
slow waves disappeared. 


The Presence of Clinical Cerebellar Signs in Patients 
with Occipital Tumors. C. Cecotto and G. Pessina. 
Riv. neurol. 26:603-612 (Nov.-Dec.) 1956 (In Italian) 
[Naples]. 


Clinical signs that reveal a cerebellar deficit are 
not unusual among patients with occipital tumors. Of 
25 patients with occipital tumors, 15 had no signs of 
cerebellar or geniculate subtentorial lesions, 7 had 
signs of the so-called false localization but the diag- 
nosis was not in doubt, and 3 had signs that could be 
imputed to a subtentorial infiltration of the tumor. 
These 3 patients, 4, 41, and 29 years of age respec- 
tively, had Romberg’s sign, nystagmus, asymmetry of 
Position, and a diadochokinesis. The 1st and the 2nd 
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of them also had ataxia and marked dysmetria; the 
Ist had an intention tremor and the 3rd a deviation 
of the outstretched arms. Romberg’s sign occurred on 
the same side as the tumor. Dysmetria, adiadocho- 
kinesis, and asymmetry of position occurred in the 
contralateral side. Nystagmus was contralateral in 2 
patients but bilateral in the other. No particular rela- 
tionship was found between the side of the location 
of the lesion and the side on which tremor, ataxia 
and deviation of the outstretched arms occurred. Evi- 
dence of pyramidal lesions were contralateral in 2 
patients and bilateral in 1. In this patient a question- 
able bilateral Babinski’s sign was also noted. Clinical 
observation of hemianopsia was difficult in the Ist 
patient, in the 3rd patient it was discovered late, and 
it was discovered at once in the 2nd patient. Head- 
ache was a constant sign of endocranial hypertension. 


Psychoanalysis and Blindness. H. R. Blank. Psycho- 
analyt. Quart. 26:1-24 (Jan.) 1957 [New York]. 


The blind have the problems of any minority group 
subjected to the prejudices of the majority. Society is 
strongly ambivalent toward the blind. With an atti 
tude of overprotectiveness and tacit or explicit ex 
pectation that the blind must be dependent on char- 
ity, there coexists a belief in their special powers, 
especially the supposed capacity of the blind auto- 
matically to compensate with accelerated develop- 
ment and superior functioning of their other senses. 
Two contrasting cases demonstrate the problems of 
the congenitally blind. The child’s blindness, by over- 
taxing parents’ resources and by evoking their latent 
conflicts, frequently precipitates their anxiety, hos- 
tility, and guilt, against which they mobilize defense 
mechanisms and compensatory reactions. The rela- 
tions of parent and child are disturbed, causing in the 
child overdependence, delayed and distorted differ- 
entiation of the ego, and a variety of specific symp- 
toms. The blind child does not automatically com- 
pensate for its blindness by overdevelopment of its 
other senses. Such compensation is accomplished only 
by education of the other senses. 

Congenital blindness does not always cause per- 
sonality disorder, but blindness occurring when ego 
functions are already developed disrupts established 
patterns of communication, motility, work, recreation, 
and feeling about oneself. The reaction of the healthy 
personality to sudden blindness has 2 stages, im- 
mediate shock and subsequent recovery. The shock 
consists of depersonalization followed by depression. 
Awareness that this depression is a mourning reac- 
tion rather than a psychiatric disease requiring treat- 
ment is essential if we are to avoid such blunders as 
shock therapy or attempts to force the patient to turn 
his psychic energies to the external world before he 
has accomplished the inner work of mourning. One 
of the military rehabilitation centers for the blind 
missed this point. Some veterans on their return to 
civil life had emotional problems that were, at least 
in part, a delayed type of mourning. By sudden 
blindness is meant not only the blindness associated 
with combat and accidents but also the blindness re- 
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sulting from a protracted ocular disease for which the 
patient has not been prepared by his physician. The 
permanent reactions to blindness include almost every 
kind of psychopathology. The depressive phase of 
shock may turn into a chronic state of masochistic 
depression, with self-recrimination and_ bitterness. 
These people remain dependent and resentful. Char- 
acter disorders often are an aggravation of preexisting 
traits. Many adjusted and productive blind people 
identify themselves with other blind in a defensive, 
self-protective minority against the hostile, incon- 
siderate, and stupid world of those that see. 


Intracranial Tumours: An Analysis of 157 Consecu- 
tive Cases. E. W. Gault, J. Chandy and G. Hadley. 
Australian & New Zealand J. Surg. 26:180-193 (Feb.) 
1957 [Melbourne]. 


Of 157 patients with intracranial tumors, operative 
specimens were obtained from 134. Autopsy speci- 
mens were obtained from 39 of these and from the 
remaining 23 patients. Of the 157 tumors, 71 (45.2%) 
were ciassified as gliomas, 14 (9%) as tumors of cranial 
nerves, 27 (17%) as meningiomas, 18 (11.4%) as pitui- 
tary and parapituitary tumors, 3 (2%) as pineal tumors, 
and 12 (7.7%) as miscellaneous tumors. Secondary in- 
vasion of the brain from tumors in the area had oc- 
curred in the remaining 12 (7.7%) cases. The incidence 
of the types of tumors in this series was comparable 
with that in the studies reported on in the literature 
of other countries. 

Of the 71 gliomas, 46 were astrocytomas and glio- 
blastomas. Thirty-one of the patients with these 
tumors were males and 15 females between the ages 
of 3% and 61 years. In an analysis of the age, site, 
and type of these gliomas, it was found that in chil- 
dren 66% of these tumors were infratentorial, while 
in adults there were only 6 infratentorial tumors and 
these were all in patients between the ages of 15 and 
30 vears. When the posterior fossa tumors were ex- 
amined microscopically, they were all astrocytomas 
except for one that was considered a mixed type of 
astrocytoma and glioblastoma. Tumors that interfere 
with the flow of cerebrospinal fluid produce symp- 
toms of increased intracranial tension much earlier 
than tumors in other parts of the central system. It is 
suggested that they are seen at an earlier stage in the 
life of the tumor than lesions elsewhere and therefore 
tend to be of a purer type. Of the tumors of the cere- 
brum, the number of astrocytomas equaled that of 
glioblastomas. Of the deep-seated tumors, 6 were 
diagnosed as astrocytomas and 3 as glioblastomas. One 
of the miscellaneous tumors was a dermoid cyst, 
lined by stratified squamous epithelium, and its wall 
contained many sebaceous glands. At one point there 
was a foreign-body reaction suggesting the point of 
rupture by which the sebaceous material had gained 
access to the subarachnoid space. The collections of 
lipoid material in the subarachnoid space were sur- 
rounded by a similar foreign-body reaction. 

Tumor-like syndromes may be produced by tuber- 
culomas and cysticercosis. An analysis of all the space 
occupying lesions found at biopsy or autopsy showed 


J.A.M.A., June 15. 1957 


that 19% were due to cryptococcosis or cysticercosis 
This is related to the general incidence of such infec. 
tions in India. 


Pathogenesis of Paralysis Agitans (Parkinson’s Djs. 
ease). W. Birkmayer and G. Weiler. Nervenarzt 28:53. 
56° (Feb. 20) 1957 (In German) [Berlin]. 


From the viewpoint of pathogenesis the authors 
distinguish postencephalitic from nonencephalitic 
parkinsonism, pointing out that, whereas in the ls 
of these 2 disorders encephalitic cell damage is the 
pathogenetic factor, the pathogenesis of nonencepha- 
litic parkinsonism remains unexplained, They reason 
that the cell is destroyed in nonencephalitic parkin- 
sonism, because it is deprived of or receives only 
minimal amounts of a substance necessary for its 
proper function. Since the carbohydrate metabolism 
is an integral factor in every vital process, the authors 
analyzed this metabolic sector with the aid of epineph- 
rine tolerance tests. Their method consisted in ascer- 
taining changes in the sugar and inorganic phosphorus 
contents of the serum at various intervals after the 


“subcutaneous injection of 1 mg. of epinephrine. They 


used this test in 11 healthy persons, in 9 patients with 
various neurological disorders, in 16 with postenceph- 
alitic parkinsonism, and in 8 with nonencephalitic 
parkinsonism. 

Whereas in the Ist 3 groups of subjects the increase 
in blood sugar level was accompanied by a correlative 
decrease in that of inorganic phosphorus, in patients 
with nonencephalitic parkinsonism this was not the 
case, that is, while their blood sugar levels increased, 
there were no changes in the inorganic phosphorus 
levels. Statistical and mathematical computations re- 
vealed that this behavior of the blood changes was 
significant. The incapacity of the inorganic phosphorus 
to become mobilized under the influence of an epi- 
nephrine tolerance test is regarded as a functional 
disturbance specific for nonencephalitic parkinsonism 
and is believed to be due to the incapacity to extract 
from hexosephosphate the form of energy required 
by the cell. The authors believe that this in turn sug- 
gests a deficiency in the action of ferments, because 
the energy transformations are activated by ferments. 


The Carotid Sinus Reflex: A Study of 54 Psychiatric 
Cases. Feng Ying-K’un. Chinese M. J. 75:1-27 (Jan.) 
1957 (In English) [Peking, China]. 


The author used an Offner C-type encephalograph 
and a Keeler 302-model polygraph simultaneously in 
studying the carotid sinus reflex and the oculocardiac 
reflex in 54 cooperative mental patients. A positive 
carotid sinus response, with syncope; convulsions; 
high-voltage and slow brain waves; and slow, deep 
and irregular breathing, with or without changes iD 
the heart rate or blood pressure level, was demon- 
strated in 7 of these patients. The carotid sinus hyper- 
sensitivity was found not to be related to the age of 
the patient, the type of psychiatric condition, organic 
changes of the central nervous system (with the ex 
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ception of neurosyphilis), previous electroshock or 
insulin shock treatments, or prefrontal lobotomy. 
There were indications that the type of nervous sys- 
tem (temperament) of the patient may have something 
to do with a positive response. The oculocardiac re- 
flex was found to be associated with the usual atten- 
tion phenomenon, irregular respiration, and various 
changes in the heart rate. 


The Gamble with Death in Attempted Suicide. J. M. A. 
Weiss. Psychiatry 20:17-25 (Feb.) 1957 [Washington, 
D. C.]. 


In the course of about 3 years the author inter- 
viewed 156 patients who had made suicidal attempts. 
Twenty-three indicated that they had been certain 
that they would die as a result of their action and 
that they were surprised to be still living. A larger 
number (113 patients) had been uncertain as to 
whether or not they would die. Their estimates of the 
probability of death resulting from the attempt varied, 
but every patient in this group thought that there was 
some possibility that he would die. Finally, 20 pa- 
tients had been certain that they would not die as a 
result of their action. From the data now available, 
the psychodynamics of the aborted successful suicide 
appear to be similar to or identical with the dynamics 
of the completed successful suicide. The dynamics of 
the suicidal gesture are related primarily to the need 
to influence someone to do something and not to the 
intention to end life. The dynamics of the true suicidal 
attempt are complicated and involve, in all cases, a 
discharge of self-directed aggressive tendencies 
through a gamble with death; in most cases, an ap- 
peal for help; and in some a need for punishment 
and a trial by ordeal. Persons who make such at- 
tempts are so emotionally disturbed that they are will- 
ing to risk their lives in this gamble, and it is the 
responsibility of physicians and others who come in 
contact with such persons to consider the meaning of 
each suicidal attempt in terms of how best to respond 
to the implied need for help. 


Acute Symptoms of Shock from Bite of an Ant. A. C. 
Artagaveytia. Arch. urug. med. 48:178-185 (April-May- 
June) 1956 (In Spanish) [Montevideo, Uruguay]. 


An adult was bitten by a small red ant, the species 
of which was not identified. Immediately afterward 
the patient started trembling, became unconscious, 
and went into acute shock. He was given cardiac stim- 
ulants, heat to the extremities, injections of epineph- 
rine, and bed rest for 2 days. When he recovered he 
stated that he had suffered a similar attack when he 
Was very young and was bitten by an ant of the same 
type. The author states that bites of Hymenoptera pro- 
duce acute nausea, vomiting, cyanosis, dizziness, per- 
spiration, and coma, if treatment is delayed. The 
treatment consists of desensitizing the patients, giving 
vitamin B, of antihistamine locally and generally, and 
intravenous injections of procaine and epinephrine; 
local application of tincture of iodine; and the use of 
the tourniquet. 
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Psychiatric Prediction and Military Effectiveness: 
Part 3. Factors Influencing Psychiatrists. A. }. Glass, 
F. J. Ryan, A. Lubin and others. U. S. Armed Forces 
M. J. 8:346-357 (March) 1957 [Washington, D. C.]. 


Predictions by psychiatrists of future military use- 
fulness of 505 randomly selected persons in basic 
training were compared with the performance of duty 
by these men as rated from personnel and medical 
records after’ they had completed 2 years of Army 
service. This was done in an attempt to explore the 
relationship between certain factors, such as early 
environment, preservice adjustment, psychopathology, 
intelligence, and interview behavior, and the psy- 
chiatrists’ prediction of military performance. The 
uniformity of psychiatric prediction as accomplished 
by 6 psychiatrists was also studied. The psychiatrists 
predicted satisfactory performance for only 76% of 
the inductees, whereas 89% rendered adequate service. 

By studying the elements of the psychiatric ex- 
amination that motivated the judgment of the psy- 
chiatrists, it appeared that they did not place major 
emphasis on unfavorable items of the family history 
and early environment. The results of this study, 
however, justified this action of the psychiatrists, since 
background data, such as emotional disturbances of 
family members, broken home, and a difficult rela- 
tionship with the family, were only mildly related to 
levels of performance. Psychiatrists tended to rely 
more heavily on data of past performance, such as 
preservice adjustment to school, work, and the com- 
munity. The psychiatrists were partially correct in 
that previous adjustment was more significantly re- 
lated to success or failure in the Army than family- 
background categories of information. Here the error 
of the psychiatrist was one of degree, because most 
of the men with a history of faulty preservice adjust- 
ment nevertheless did render satisfactory service. 
Psychiatrists were strongly motivated by their own 
diagnoses of psychopathology or intellectual defi- 
ciency to predict unsatisfactory performance. Results 
of this study indicated that one should pay little at- 
tention to potential neuroses or behavior disorders in 
psychiatric prediction. The presence of overt neurosis 
or psychosis, however, had a high correlation with 
future unsatisfactory duty. Limited intellectual ca- 
pacity did not preclude satisfactory military service. 

Psychiatrists were markedly influenced by the in- 
terview behavior and appearance of the inductees. 
In practically all cases in which a favorable interview 
impression was recorded, successful performance was 
predicted, often despite unfavorable background in- 
formation. This finding suggested that the psychiatrists 
fell back on intuitive judgments and reacted more to 
the external appearance of the inductees and to the 
behavior exhibited during the interview than to the 
content of the interview itself. It was found that a 
favorable impression was substantiated by later effec- 
tive performance, but unfavorable impressions were 
not equated with unsatisfactory service. This study 
thus indicates that the psychiatrist can safely proceed 
on his favorable impression of an inductee, but he 
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must be wary of predicting failure for a man who 
exhibits unfavorable qualities. It also clearly demon- 
strated that there were important individual differ- 
ences in arriving at predictions of later performance 
among the psychiatrists. These differences must be 
attributed to variations among psychiatrists in mat- 
ters of personality, training, and experience. 


Essential Bilateral Neuralgias of the Trigeminal 
Nerve: In Connection with 13 Patients 6 of Whom 
Underwent Operation. P. Wertheimer and J. Descotes. 
Presse méd. 65:265-267 (Feb. 13) 1957 (In French) 
[Paris]. 


A review of records of more than 500 patients with 
essential facial neuralgia treated by one of the au- 
thors disclosed 13 instances in which the condition 
was bilateral. The true incidence of bilateral neu- 
ralgia, however, is higher than that indicated by these 
figures, because many of the 500 patients were lost 
to follow-up. Those with an adequate follow-up (1 
year or more) comprised nearly 200 who were treated 
by neurotomy and about 30 who were treated med- 
ically, making the proportion of those in whom both 
sides of the face were affected 5 or 6%. Facial neu- 
ralgia is rarely bilateral at the outset. Only 2 of these 
patients had pain on both sides of the face when they 
were Ist seen. The choice of therapy lay between an 
operation on the side of the face more severely affected 
and bilateral tractotomy. The unilateral procedure 
seemed preferable because of the definite asymmetry 
of the pain in these patients. The Ist, a 62-year-old 
woman, refused operation and was lost to follow-up. 
The 2nd, a 50-year-old woman, was Ist treated by 
neurotomy on the deft side, on which the pain was 
predominant. Complete relief of pain on both sides 
followed the operation and lasted for 8 years. Pain 
then recurred on the right side of the face and was 
eventually relieved by neurotomy on that side. The 
treatment must be regarded as a success, because even 
though the patient when last seen had occasional, not 
very severe attacks on the left, she had been free from 
pain on that side for 17 years after the lst operation. 

The other 11 patients had contralateral pain be- 
ginning at various intervals after the initial operation. 
Six were treated medically with alcohol infiltration, 
administration of vitamin B,., and other measures. 
The remaining 5 underwent total radicotomy carried 
out by the usual technique, with the temporal ap- 
proach and preservation of the motor root, which 
must be identified and scrupulously respected. The 
results were excellent: not only was the pain relieved 
but there was no facial paralysis, no ocular complica- 
tions, and especially no late difficulty in chewing, al- 
though a transient difficulty followed the operation 
in some cases. The value of retrogasserian radicotomy 
carried out by the Spiller-Frazier technique is fully 
vindicated by the findings in these patients, in 3 of 
whom the results have remained excellent for more 
than 8 years. Bulbospinal tractotomy may be indicated 
in a young person with true bilateral facial neuralgia, 
but in the usual form of the disease, in which involve- 
ment of the 2nd side occurs long after that of the Ist, 
the Spiller-Frazier operation produces a satisfactory 
and lasting functional result. 
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GYNECOLOGY & OBSTETRICS 


Pregnancy Craving and Pica. L. B. Posner, C. \ 
McCottry and A. C. Posner. Obst. & Gynec. 9:27()-279 
(March) 1957 [New York]. 


Of 600 women in the third trimester of pregnanc 
who were registered consecutively in a prenatal clinic. 
394 admitted having an urgent and imperative long. 
ing for food, 196 denied having such craving, and ]() 
admitted pica, i. e., a longing for substances not ft 
for food. On the whole the cravings were fairly palat. 
able and relatively harmless. Dry foods were slightly 
more desirable (46%) than liquids (34%). Carbohydrate 
was the food of choice in 340 women (86%), which 
might be expected in the lower-income groups. The 
cravings suggested the characteristic attitude of the 
modern housewife, since 359 (91%) women had cray- 
ings for items that required neither preparation nor 
cooking and only the mimimum, if any, of dishwash- 
ing. The most common craving of the 30 observed 
was for corn starch. Cravings whether attributable to 
superstition, psychological factors, or physiological 
needs do exist during pregnancy. Pica was rarely 
noted. Of the 10 women with pica, 8 had a craving 
for red clay, 1 for white clay, and 1 for pencil erasers. 


Therapeutic Abortion: A 10-Year Experience. G. A. 
Nelson and J. S. Hunter Jr. Obst. & Gynec. 9:284-292 
(March) 1957 [New York]. 


Sixty-four therapeutic abortions were performed at 
the Mayo Clinic between Jan. 1, 1945, and Dec. 31, 
1954. Any artificial interruption of pregnancy before 
fetal viability was considered a therapeutic abortion, 
and 28 weeks’ gestation was used as the dividing line. 
The total number of deliveries during the same period 
was 14,271. During the Ist 5-year period the incidence 
was 1 therapeutic abortion in 173 deliveries, and, 
during the 2nd 5-year period, it was only 1 in 292. 
Thus, a trend was noted in the less frequent use of 
therapeutic abortion as compared to the number of 
deliveries. This reflects progress in obstetric care and 
practice as well as in medicine in general. The 3 most 
common indications for therapeutic abortion were 
toxemia, cardiovascular disease, and neurological dis- 
orders. The patients were predominantly between the 
ages of 26 and 40 years, the average being 32 years. 
The average parity was 2. More than 50% of the pa- 
tients had abortions in the lst trimester of pregnancy. 
Sterilization procedures were performed in 42%, half 
being accomplished vaginally. Curettage was the op- 
erative procedure in 72% of the total. No deaths oc- 
curred as a direct result of the procedures used. 


Isoimmunization in Pregnancy by Group A and B 
Factors: II. Study of the Anti-A and Anti-B Antibodies 
in the Serum of Pregnant Women, and Especially the 
Pathological Significance of the Alpha and Beta 
Hemolysins. A. Bricoult and P. O. Hubinont. Bull. 
Soc. roy. belge gynéc. et obst. 26:731-769 (No. 6) 1956 
(In French) [Brussels]. 


The first article in this series dealt with latent hemo- 
lytic disease and isoimmunization by group A and 
group B factors. Current opinions on group isoimmuti- 
zation and its part in neonatal pathology may be 
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summarized as follows: The ABO system, unlike the 
blood groups of the Rh system, is regularly character- 
ized by the presence of the isoantibodies anti-A and 
anti-B and their distribution according to Landsteiner’s 
laws. These isoantibodies have, in vivo, hemolytic 
properties that explain the transfusion accidents that 
occur (1) when A or B blood is given to a carrier of 
the corresponding isoantibodies, and (2) when patients 
carrving group A (or B) properties are given blood or 
plasma containing abnormally active anti-A (or anti-B) 
isoantibodies, as, for example, that from dangerous 
yniversal donors. Isoantibodies anti-A and _ anti-B, 
either or both, resembling immune antibodies may 
appear in certain persons in the general population, 
even in the absence of any discoverable reason for 
isoimmunization. These isoantibodies are distinguished 
from “natural” isoantibodies by certain properties 
that serve as the basis for the serologic methods used 
in establishing a diagnosis of group isoimmunization. 
Differences of opinion exist in regard to the constancy 
and true significance of these properties, but one that 
seems to be constant in pathological cases is the pres- 
ence of hemolysins alpha and beta in the maternal 
serum. 

The authors therefore investigated the anti-A, and 
anti-B antibodies in 710 unselected serum specimens 
from pregnant women, with special reference to the 
properties by which it would supposedly be possible 
to distinguish between “natural” and “immune” anti- 
bodies. These properties are (1) the thermal optimum 
of the saline agglutinin, (2) the titer of the saline 
agglutinin at 37 C, (3) the presence of specific hemo- 
lvsins, (4) the complement fixation reaction with solu- 
ble group substances, and (5) the persistence of anti- 
bodies after partial neutralization with blood group 
substances. The serologic studies showed that these 
properties are often, but not necessarily, found in as- 
sociation. Two types of serum can be sharply dis- 
tinguished as “natural” and “immune,” but between 
these 2 there are many intermediate types in which it 
is difficult or even impossible to decide whether 
isoimmunization has taken place or not. 

A comparative study of the distribution of these 
serologic properties in relation to homospecific and 
heterospecific pregnancies disclosed no significant dif- 
ferences. Consequently, it may be assumed that a 
heterospecific pregnancy has no antigenic effect under 
normal conditions. A heterospecific pregnancy may, 
however, lead to the birth of an infant with latent 
hemolytic disease. Fixation of ABO antibodies (anti- 
A, and anti-B) on the cord cells was demonstrated by 
direct Coombs-Rosenfield tests and by elution tests. 
The latent hemolytic disease due to ABO antibodies 
Was associated with serologic reactions of a particular 
type in the maternal serum, that is, the activity of the 
maternal agglutinin was significantly greater at 37 C 
and its titer at this temperature was definitely higher, 
and a specific antibody detectable by the indirect 
Coombs-Rosenfield test persisted after neutralization 
with soluble blood group substances. On the other 
hand, latent hemolytic disease did not seem to be as- 
sociated with the antibody (regarded as distinct by 
some authors) involved in in vitro hemolysis and the 
complement fixation reaction in the presence of solu- 
ble group substances. 
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PEDIATRICS 


The Development and Management of Intractable 
Asthma of Childhood. H. S. Tuft. A. M. A. J. Dis 
Child. 93:251-254 (March) 1957 [Chicago]. 


Control of childhood asthma can be achieved in 
about 90% of the treated patients. A definitive pro- 
gram for the care and rehabilitation of the remaining 
10% of children with intractable asthma was estab 
lished and supervised by Peshkin in 1940 at the Jewish 
National Home for Asthmatic Children in Denver. 
More than 500 children between the ages of 5 and 16 
years were admitted to this institution. Certain cri 
teria for intractable asthma had to be fulfilled betore 
admission. The response to the institutional approach 
was amazing; 50% of the children were free trom 
asthma a few days after admission and had no further 
asthma during their stay. Progressively lessening 
asthma was noted in another 30% of patients during 
the Ist year and freedom from asthma during the 
2nd and last year of residence. Asthma continued 
unchanged in the remaining patients but did not inter- 
fere with the usual activities. In some asthma disap- 
peared on admission, but the condition recurred during 
the pollen season. The condition of others was un 
changed, and 2 patients died while in the home. 

The possible reasons for the excellent relief from 
asthma included: climate, freedom from allergens, 
and emotional factors. Climate did not appear of great 
importance, since the children from the Denver area 
did as well as those from great distances. The relative 
freedom from respiratory infection and lack of ex- 
posure to allergens could explain the results obtained, 
but the measures, such as elimination of inhalant al- 
lergens, failed when the child returned to his former 
environment. Urticaria rather than asthma occurred 
in children allergic to certain foods. An emotional 
overlay in the production of intractability was sus- 
pected soon after the beginning of the program. Ex- 
aminations of the children’s histories, psychological 
and intelligence tests, and the continuous observation 
of the patients for 2 years made it clear that these 
intractable asthmatics had emotional problems that 
revolved about the home situation. When separated 
from this environment, asthma either disappeared o1 
improved in most of them. Widespread use of “paren- 
tectomy and educating the parents in the emotional 
component of asthma may help to reduce the number 
of intractably asthmatic children and the morbidity 
from this disease in adolescence and early adulthood. 


Comparison of the Efficacy of Corticotropin with Ace- 
tylsalicylic Acid (Aspirin) in Preventing Permanent 
Heart Damage by Acute Rheumatic Fever. W. C. 
Aalsmeer, S. van Creveld, W. K. Dicke and others. 
Nederl. tijdschr. geneesk 101:226-232 (Feb. 2) 1957 
(In Dutch) [Haarlem, Netherlands]. 


For the comparison of the effects of corticotropin 
with those of aspirin the authors selected 2 groups of 
patients: (1) children with a Ist attack who had not 
been ill more than 3 weeks; (2) children with a relapse 
of rheumatic fever in whom it had been demonstrated 
that no valvular lesion had resulted from the Ist at- 
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tack. The diagnosis was established on the basis of 
the criteria established by Jones and Swift. Alternate 
patients were treated with either 2 units of cortico- 
tropin per kilogram of body weight per day or with 
125 mg. of aspirin per kilogram of body weight per 
day. The results in 20 children treated with cortico- 
tropin and in the 16 treated with aspirin were evalu- 
ated by the effect on the cardiac murmurs. Cortico- 
tropin proved somewhat more effective; for instance, 
2 children who failed to react to aspirin showed a 
favorable response when they were treated with 
corticotropin. There is, however, no decided superior- 
ity of corticotropin over aspirin as regards the effect 
on the heart lesions, and, since treatment with cortico- 
tropin involves the danger of serious complications, 
the authors believe that in general aspirin is to be 
preferred to corticotropin in the treatment of acute 
rheumatic fever. 


The Efficacy of Gamma Globulin in the Prevention of 
Measles. W. S. Harper, M. L. Tayback and H. Wil- 
liams. Maryland M. J. 6:67-69 (Feb.) 1957 [Baltimore]. 


In 1945 the Baltimore City Health Department first 
made available to practicing physicians gamma globu- 
lin for family contacts who had been exposed to 
measles. Observations by Christianson and Schmidt 
of Copenhagen during an epidemic of measles in 
southern Greenland in 1951 had created doubt about 
the efficacy of gamma globulin in the prevention of 
measles, at least in “virgin soil.” An evaluation of 
gamma globulin in measles prophylaxis seemed ad- 
visable. This study is concerned with children 1 to 6 
years of age who were familial contacts of patients 
with measles. A public health nurse called at the home 
as soon as possible after receipt of a report of the 
primary case to obtain a measles history of each of 
the household contacts. Inoculation with gamma glob- 
ulin was suggested for all children under 3 years of 
age with no history of measles. Follow-up visits were 
made at about 3-day intervals, and notes were made 
if new cases were observed. A total of 226 children 
1 to 6 years of age was found to have been exposed 
to measles within their families. Of these 226 children, 
131 were inoculated with gamma globulin and 95 
were not so inoculated and, therefore, served as the 
control group. 

The general attack rate among the inoculated chil- 
dren was 19% and can hardly be considered to be 
indicative of a thoroughly effective preventive agent. 
Therefore, a further study was made, which revealed 
the interesting association between the protective 
effect of inoculation and the recency of inoculation 
relative to exposure. Thus, among children who were 
inoculated within 1 day after lst exposure, the attack 
rate was 8% as contrasted with an attack rate of 62% 
among the noninoculated children and of 42% among 
children who were inoculated 6 or more days after 
lst exposure to a familial case of measles. The epi- 
demic in Greenland was in a population group that 
cannot be assumed to be immunologically analogous 
to the population of Baltimore, nor can it be assumed 
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that the gamma globulin used in Greenland was th: 
same in antibody content as that used in Baltimore 
The authors conclude that the use of gamma globuliy 
for the prophylaxis of measles is justified in selected 
age groups and risks. 


Bacterial Meningitis in Infants and Children. |. p 
French. Virginia M. Month. 84:123-127 (March) 1957 
[Richmond, Va.]. 


The 150 children with bacterial meningitis re. 
viewed in this paper were admitted to the pediatric 
service of the Medical College of Virginia between 
January, 1953, and January, 1956, Children with men. 
ingitis of tuberculous origin were not included. The 
ages of the children ranged from newborn to 14 
years, but 62 were less than 1 year old, and 30 of 
these 62 were less than 3 months old. The largest 
percentage of the patients -(34.7%) had meningococcic 
meningitis; 23.3% had an infection with Hemophilus 
influenzae; 28% had meningitis with no organism 
identified. The pneumococcus was detected in 9.3% 
of the patients, and E. coli, Proteus, Pseudomonas, 
and Salmonella caused the remaining 4.7% of the 
meningitic infections. Meningitis occurred chiefly dur- 
ing the winter and spring, during the period when 
respiratory illnesses are prevalent. A practitioner must 
be careful to distinguish meningitis from a case of 
“flu” or infection from “a virus that’s running around.’ 

In commenting on the symptoms and signs, the 
author emphasizes that the majority of the children 
under 3 months of age did not have a stiff neck. Sub- 
normal temperatures, jaundice, failure to gain weight. 
cyanosis, and listlessness were about the only findings 
in the premature and newborn infants with meningitis. 
A bulging fontanelle was noted in only 10 of the 
85 children under 2 years of age. A lumbar puncture 
done on admission revealed over 1,000 cells per cu. 
mm. in about 90% of the patients. The meningococcic 
infections were treated with penicillin and sulfadia- 
zine; the infections with H. influenzae were treated 
with chloramphenicol and sulfadiazine; pneumococci 
infections were treated with large quantities of peni- 
cillin plus sulfadiazine; and infants with meningitis 
due to unknown organisms were given a combination 
of high doses of penicillin, sulfadiazine, and strepto- 
mycin, but in the past year chloramphenicol has been 
used instead of streptomycin. Otitis media must not 
be ignored when a child has meningitis; and mastoid: 
ectomy should be considered in a refractory case. 
With good nursing care, proper antibiotic therapy. 
and early recognition and treatment of complications. 
a life can be saved. The death rate was relatively low 
(9.7%), but 10 children were left with hydrocephalus 
and/or severe mental retardation. Complete or partial 
deafness occurred in 5 children. Paralysis of the 6th 
nerve was present in 3 children. Since no intensive 
follow-up examinations have been done, it is not 
known how often mild mental retardation, convulsive 
disorders, and- behavior problems occurred in chil- 
dren thought to have been successfully treated. The 
chief problem is early diagnosis before irreversible 
brain damage has occurred. 
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4 Study of Embryomas and Retroperitoneal Neuro- 
blastomas. J. Mainzer and D. P. Shedd. Connecticut 
\{. |. 21:201-204 (March) 1957 [New Haven, Conn.]. 


\ephroblastoma (embryonal nephroma of Wilms) 
and sympathicogonioma (retroperitoneal neuroblas- 
toma) are the 2 most common abdominal neoplasms in 
childhood. Whereas earlier observations suggested a 
uniformly grave prognosis for these tumors, recent 
studies reveal not only that there are worthwhile types 
of palliative therapy available, but that surprisingly 
high cure rates have been obtained in the treatment of 
these 2 tumors, which constitute about 35% of all pedia- 
tric mglignancies. This report is concerned with the 12 
nephrOblastomas and the 11 sympathicogoniomas that 
were observed at the New Haven Hospital during the 
period 1941 to 1955. Five patients survived asympto- 
matically for periods of from 4 to 13 years after treat- 
ment. There were 16 deaths. Two children were 
treated within the past 2 years and, though asympto- 
matic, have been followed for an inadequate period of 
time, and they are not included in data regarding sur- 
vival. The survival rate, therefore, is 24% (5 survivals 
in 21 patients). There were 3 survivors among 11 chil- 
dren with nephroblastoma and 2 survivors among 10 
children with sympathicogonioma. 

A younger average age was noted among survivors 
with both types of tumors when compared with fatal 
cases, suggesting that the younger the patient the bet- 
ter the prognosis. Analysis of initial symptoms showed 
that in patients with nephroblastoma a palpable mass 
and in those with sympathicogonioma either an ab- 
dominal mass or a nonspecific gastrointestinal disturb- 
ance are the presenting signs. Only 1 patient's initial 
symptom was due to a metastasis. The presence of an 
abdominal mass in a child, especially under 5 years of 
age, should impel the physician to carry out immediate 
diagnostic studies. Only in this manner can the chances 
for survival be imposed. The 3 children with nephro- 
blastoma who survived had all been subjected to ne- 
phrectomy. None of those who received only irradiation 
therapy were cured. In the 2 children with sympathi- 
cogonioma who survived, 1 had been treated surgically 
and the other only by irradiation. Combined surgical 
and irradiation therapy prolonged the average survival 
of those who succumbed with either tumor. The treat- 
ment of choice is early resection combined with post- 
operative irradiation. 


The Incidence of the Nephrotic Syndrome in Children. 
M. B. Rothenberg and W. Heymann. Pediatrics 
19:446-452 (March) 1957 [Springfield, III.] 


A nationwide survey of the incidence of the nephrot- 
ic syndrome in children has been attempted. Death 
rates as an indicator of incidence of acute nephritis 
and nephritis with edema, including nephrosis, of 
chronic and nonspecific nephritis, and of other renal 
sclerosis, as published by the United States Office of 
Vital Statistics, were used. The incidence of this dis- 
ease in nonwhite children was equal to or possibly 
higher than that in white children. A higher incidence 
of nephrotic syndrome was noted in both the white 
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and nonwhite populations of certain southern as com- 
pared to northern states. The results of a 5-year sur- 
vey of the incidence of the nephrotic syndrome in 
Ohio are presented. A total of 172 children newborn to 
9 years of age, suffering from the nephrotic syndrome, 
were reported on during 5 years, with an average 
of 34.4 new cases per vear per 100,000 children. Using 
an average duration of the disease of 2 to 5 years, 
there were 13.8 to 34.5 active cases per year per 
100,000 children of the same age group for the greater 
Cleveland area. For the entire state there were 2.3 
new cases per year per 100,000 children of this age. 
Again using the average duration of the disease of 2 
to 5 vears, there were 4.6 to 11.4 active cases per year 
per 100,000 children. These data, which the authors 
do not consider definitive, are based on a questionnaire 
sent to 8 children’s hospitals and hospitals containing 
large pediatric divisions in Ohio and to 18 practicing 
pediatricians in 9 cities of the state. 


An Outbreak of Diphtheria at a Residential School for 
Educationally Subnormal Children. H. Binysh. M. 
Officer 97:164-166 (March 22) 1957 [London]. 


The author reports on an outbreak of diphtheria at 
a residential school for 80 educationally subnormal 
boys between the ages of 8 and 15 years. By the end 
of the outbreak 19 cases of diphtheria and 18 carriers 
had been diagnosed. The outbreak was notable for its 
sudden onset, the number of children involved and 
the widespread carrier state existing in the school. It 
is possible that some of the children returning home 
for the school holidays had been in contact with a 
carrier and became infected, and this may have been 
the source of the outbreak. The epidemiologic pattern 
suggested that several boys had subclinical infections 
at the beginning of the school term so that a mass 
carrier state built up insidiously until the outbreak 
occurred in November. There were visiting days at the 
school on October 2 and November 6, during each of 
which about 150 persons visited the school, and this 
was another possible source of infection. It is likely 
that subclinical infections were transferred through 
the sick bay and the dining hall. 

Most of the cases were mild, and, had Schick test- 
ing been performed, it is likely that many of the chil- 
dren would have been found to be immune and, 
therefore, classified as carriers of rather than as pa- 
tients with diphtheria. All patients with diphtheria 
were given from 25,000 to 190,000 units of antidiph- 
theric serum according to the severity of the condition, 
and 500,000 units of penicillin twice a day for 4 days. 
Carriers were given 2 tablets of erythromycin every 
6 hours until 3 negative nose and throat swabs were 
obtained. This antibiotic proved to be extremely 
valuable for clearing the carrier state rapidly within 
5 to 9 days. Combined treatment with penicillin and 
antidiphtheritic serum proved to be effective in curing 
the clinical condition. The policy of repeated clinical 
and bacteriological examination of all the children 
and staff, combined with isolation of all carriers and 
patients, quickly brought the outbreak to an end. 
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This was combined with booster doses of 1 cc. of 
diphtheria toxoid-antitoxin floccules to children who 
had been previously immunized, and this combined 
active and passive immunization with 1 cc. of diph- 
theria toxoid-antitoxin floccules and 3,000 units of 
antidiphtheric serum of all children who were pre- 
viously unprotected. So long as foci of diphtheria exist, 
it is necessary to maintain a high level of immunity 
in a closed community of children. Parents who ignore 
requests for consent to immunize or refuse such con- 
sent quickly reverse their decision in the face of an 
outbreak, but often, by this time, it is too late to 
prevent infection. 


UROLOGY 


Metastases from Renal Cancers: Clinical Aspects: 
Therapeutic Possibilities. J.-C. Reignier. J. urol., Paris 
62:618-645 (Oct.-Nov.) 1956 (In French) [Paris]. 


Metastases are often the Ist clinical evidences of 
cancer of the kidney, but their appearance does not 
necessarily indicate that the disease will progress 
rapidly to a fatal conclusion. Both the primary tumor 
and the metastatic lesions may pursue a course marked 
by long periods of quiescence, during which an effort 
should be made to treat them effectively. Data, con- 
tained in the literature or provided by various serv- 
ices, relating to 150 metastases that were either revela- 
tory or occurred postoperatively were reviewed in an 
attempt to define the clinical aspects of these lesions 
and to evaluate their therapeutic possibilities and 
prognosis. Pulmonary metastases, which are the most 
frequent, are undoubtedly due to neoplastic emboliza- 
tion. They may remain asymptomatic, appearing only 
at autopsy, or they may grow and multiply, producing 
the picture of cancerous pneumonia with bilateral 
pleural effusion that so often marks the end of the 
clinical history. A diffuse miliary form has also been 
reported in 7 patients and metastases have sometimes 
been found in the trachea or the bronchial tree. Few 
attempts have been made to treat pulmonary metas- 
tases of renal origin, and fewer still are the reports of 
favorable results. 

Osseous metastases, which come next in frequency, 
are especially important because of the insistency of 
their symptoms and the excellent opportunities they 
offer for treatment. Pain is usually the earliest symp- 
tom, leading in many cases (13 out of 15 per sonally 
observed by the authors) to discovery of the primary 
tumor. Metastases to the nerve tissues, which almost 
always appear in the brain or the cerebellum, are 
heralded by various neurological signs that may be 
either progressive or abrupt in their appearance. 
Exeresis of the metastatic tumor can usually be accom- 
plished with comparative ease. The principal prob- 
lem, and one that is practically insoluble, lies in de- 
termining whether the tumor is the only one or 
whether others are already present. The prognosis 
when cerebral metastases appear after nephrectomy 
is not always fatal. Two of 11 patients were living 
after 3 and 14 years, and 3 others died of multiple 
metastases at the end of 15 months, 2 years, and 4% 
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years respectively. A much more somber outlook exists 
when the metastatic lesion is the lst sign of the dis. 
ease. Only 1 of 18 patients in whom this was the case 
survived for 5 years, and 10 died within a few days. 
Metastases have also been found in many other sites, 
notably the liver. The hepatic lesions, however, are 
usually found only at autopsy and hold little or no 
clinical or therapeutic interest. 

The renal origin of the metastatic lesions is often 
hard to establish, especially when they constitute the 
Ist sign of the disease. Reliance should, as a rule, be 
placed chiefly on the histological aspect of the lesions, 
but, in the case of glandular metastases or metastases 
from excretourinary cancers with cuboid cells, which 
are not easily distinguishable from gastrointestinal or 
pulmonary metastases, the urinary symptoms should 
be weighed with great care before admitting a diag. 
nosis of renal cancer. Renal cancer, in fact, is far 
from being one of the most likely sources of such 
metastases. Mestastases that appear as isolated lesions 
in persons apparently in good health who either have 
undergone a presumably curative nephrectomy or 
who are entirely unaware of their renal cancers may 
develop very slowly and remain clinically silent for 
years. These isolated metastases may be subjected to 
biopsy, to conservative excision, and to reoperation, 
without the rapid neoplastic diffusion that follows 
these procedures in other malignant lesions. The best 
therapeutic results are obtained by a combination of 
nephrectomy and exeresis of the metastatic lesion. 
Nephrectomy is sometimes impossible, but, even when 
it is, the metastatic lesion should be removed not only 
for purposes of débridement or hemostasis but also as 
a means of prolonging life. Operative treatment def:- 
nitely increases the average duration of life of pa- 
tients with isolated metastases and offers them their 
only chance for prolonged survival. 


Partial Nephrectomy. J. C. Christoffersen. Ugesk. 
leeger 119:149-154 (Feb. 7) 1957 (In Danish) [Copen- 
hagen]. 


In a series of 55 partial nephrectomies the indica- 
tions were disease in a double kidney in 10 patients, 
tumors and cysts in 4, calculus in 28, hydronephrosis 
in 4, tuberculosis in 2, and necrotizing renal papillitis 
in 7. Secondary nephrectomy had to be done in | 
patient because of inadequate blood supply to the 
renal remnant. One patient died from metastases 6 
weeks after resection of a malignant tumor in a soli- 
tary kidney. In addition to the surgical treatment of 
patients with kidney stones the attempt must be made 
to change the conditions that presumably caused the 
calculus formation. As most of the patients with renal 
calculi were operated on in the last couple of years, 
the late results are not yet known, but the 8 patients 
observed for more than a year after operation showed 
good function in the kidney remnant. The patients 
with necrotizing renal papillitis had previously been 
treated with sulfonamides and antibiotics without 
lasting effect. The preliminary results of the operation 
were encouraging. Partial nephrectomy is an impor- 
tant means of treating renal calculi and various other 
diseases. 
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BOOK REVIEWS 


Illustrations of Bandaging and First-Aid. Compiled by Lois 
Oakes. S.R.N., D.N. Fifth edition. Cloth. $3. Pp. 325, with 396 
iJustrations. E. & S. Livingstone, Ltd., 16 and 17 Teviot PI., 
Edinburgh 1, Scotland; [Williams & Wilkins Company, Mount 
Royal and Guilford Aves., Baltimore 2], 1956. 


This book, through use of illustrations, presents prac- 
tical demonstrations of the various bandages that nor- 
mally will be used by the practitioner. For the student 
and general practitioner the book will be helpful, al- 
though it seems to have been prepared solely with 
first-aid and nursing requirements in mind. 


A Man Against Insanity. By Paul de Kruif. Cloth. $3.95. 
Pp. 246. Harcourt, Brace and Company, Inc., 383 Madison Ave., 
New York 17, 1957. 

Those who know how Paul de Kruif can write will 
look forward to reading this book, which tells a re- 
markable story. Not only does it tell how patients can 
be helped with modern science and how they can be 
taught to help themselves, but it also reveals the signifi- 
cance of compassion and understanding. The man who 
is battling insanity as told in this story is a physician 
who knew what it was to be confined to a mental insti- 
tution. He had been a successful practitioner when 
mounting tensions started him down the road toward 
ruin. How he came back is a story in itself. How he is 
helping others to come back is also a story that will 
stand by itself. The author has combined the two in a 
way that will give the reader entertainment and cour- 
age. This is the type of material of which movies are 
made, and an alert producer would do well to film this 
story. 


Medizin und Chemie: Abhandlungen aus den medizinisch- 
chemischen Forschungsstitten der Farbenfabriken Bayer 
Aktiengesellschaft. Band V. “Bayer” Leverkusen. Cloth. Pp. 
535, with illustrations. Verlag Chemie, Schliessfach 149, Wein- 
heim/Bergstrasse, Berlin, Germany, 1956. 

This is the fifth volume of a series of essays dealing 
with the application of chemistry to medicine. The 
first four volumes were issued between 1933 and 1942, 
but their continuation was interrupted by the war. It 
is planned now to continue the series with alternate 
volumes to be issued by the Farbenfabriken Bayer 
and Farbwerke Hoechst divisions of the former I. G. 
Farben. As did the preceding volumes, this book con- 
sists of reviews written by scientists associated with 
the Bayer firm and dealing with various aspects of 
pharmaceutical research. In an introductory chapter, 
Dr. Fritz Mietzsch, one of the discoverers of quina- 
crine hydrochloride and other well-known drugs, sum- 
marizes postwar investigation in pharmaceutical chem- 
istry by the Bayer Company. This is followed by 
chapters dealing with new crystalline salts of penicil- 
lin, the depot action of new difficultly soluble crystal- 





_ These book reviews have been prepared by competent authori- 
ties but do not represent the opinions of any medical or other 
organization unless specifically so stated. 


line streptomycin and dihydrostreptomycin _ salts, 
specific and nonspecific effects of experimental spiro- 
chetal infections, newer sulfonamides, carbonic acid 
anhydrase inhibitors, the chemotherapy of tubercu- 
losis, riseptin (a new surgical antiseptic), quinone de- 
rivatives as chemotherapeutic agents, the chemo- 
therapy of schistosomiasis, and the synthesis of I'* 
labeled quinacrine hydrochloride. Other topics covered 
include the chemotherapy of bacterial infections, trop- 
ical diseases, and cancer; the vitamins; veterinary 
medicine; and the eradication of disease-bearing in- 
sects. Indeed, almost the entire field of present-day 
pharmaceutical investigation is touched on by some of 
the outstanding investigators in this field. The book is 
excellently printed in large and easily legible type. It 
is well illustrated, and no effort has been spared to 
produce a volume of which the Bayer firm may be 
proud. Unfortunately there is no index. This book will 
be of primary interest to pharmacologists and those 
engaged in pharmaceutical investigations. For these, 
it should prove a valuable résumé of activity in this 
field of investigation. 


Synopsis of Pathology. By W. A. D. Anderson, M.A., M.D 
F.A.C.P., Professor of Pathology, University of Miami School of 
Medicine, Coral Gables, Fla. Fourth edition. Cloth. $8.75 
Pp. 829, with 340 illustrations. C. V. Mosby Company, 3207 
Washington Blvd., St. Louis 3, 1957. 


This practical, well-written, and amply illustrated 
book is small enough to be readily used and yet suffi- 
ciently complete for the average student and _ practi- 
tioner. Details may be missing that will be found in 
bigger volumes, but the conciseness of the book is a 
compensation. The descriptions are clearly presented 
and are written in a way that not only reveals the signs 
of pathology but also suggests the causes of symptoms 
so often observed with the disease being described. 
There are many occasions when more complete details 
would be desirable, but for quick reference and review 
this book should be happily received by the student 
and_ practitioner. 


The Handy Home Medical Adviser and Concise Medical En- 
cyclopedia. By Morris Fishbein, M.D. Combining Good House- 
keeping’s Pocket Medical Encyclopedia and The Handy Home 
Medical Adviser. Cloth. $2.95. Pp. 394, with illustrations. Han- 
over House, Doubleday & Company, Inc., Garden City, N. Y., 
1957. 

The author of this book needs no introduction to the 
public and the medical profession because of his broad 
interests and ability to write. This interest and ability 
are evident in this new book, which is intended for the 
public and contains practical information on the sig- 
nificance of disease and some of its problems. It does 
not attempt to tell the patient how to diagnose and 
treat himself, but it does contain a wealth of explan- 
atory material which should aid the average member 
of the public in understanding the influences on health 
and the significance of disease. 
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QUERIES AND MINOR NOTES 


POLIOMYELITIS VACCINE IN 
MULTIPLE SCLEROSIS 


To THe Eprror:—Is there any objection to giving Salk 
vaccine injections to a patient with multiple sclero- 


sis? Sydney H. Shapiro, M.D., Irvington, N. J. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANSWER.—There are no theoretical contraindications 
for the use of poliomyelitis vaccine in patients with 
multiple sclerosis. Many such patients have already 
received vaccine without untoward effect. 


Answer.—At the present time there is no experi- 
mental or clinical information that would implicate 
multiple sclerosis as a contraindication for the ad- 
ministration of Salk poliomyelitis vaccine. Information 
reported to the Poliomyelitis Surveillance Unit of the 
Communicable Disease Center, U. S$. Public Health 
Service, regarding possible neurological reactions to 
the vaccine, has concerned persons previously con- 
sidered normal. These reactions are a heterogeneous 
group of illnesses particularly difficult to evaluate as 
to specific etiological relationship to the vaccine. Cer- 
tainly, during the 1954 vaccine field trials, just as many 
neurological illnesses were observed in the placebo- 
inoculated group as in the vaccinated group. No 
reports are known in which multiple sclerosis has been 
thought to have been aggravated or caused by polio- 
myelitis vaccine, but specific knowledge concerning 
the administration of the vaccine to persons with 
multiple sclerosis is lacking. 


NARCOTIC ADDICTION 
To tHE Eprror:—A patient in his early 30's seems 
to have become addicted to alphaprodine (Nisentil) 
hydrochloride. Please advise as to signs, symptoms, 
prognosis, and therapy. 
Martin H. Greenfield, M.D., Brooklyn, N. Y. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANsweER.—Very little is known about addiction to 
alphaprodine. It has been shown that this drug will 
suppress symptoms of abstinence from morphine and, 
therefore, presumably possesses addictive properties 
resembling those of morphine. Since the drug is a 
congener of meperidine, it is likely that the signs and 
symptoms would be similar to those of addiction to 
meperidine and would likely include marked changes 
in mood, excessive drowsiness (even though patient 





The answers here published have been prepared by competent 
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and address, but these will be omitted on request. 
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might be jerking and twitching), neglect of famih 
neglect of work, loss of interest in friends and usual 
activities, numerous needlemarks, induration of the 
skin and subcutaneous tissues, ulcerations of the skip. 
and, if a sufficiently high dose is taken, even convul. 
sions. Large doses of meperidine cause pupillary dilg. 
tion, but it is not known whether this will occur with 
alphaprodine. Proper therapy would include admission 
to an institution during withdrawal of alphaprodine. 
This could best be accomplished by rapid reduction 
of the dose of alphaprodine or by substitution of 
methadone for alphaprodine followed by reduction 
of the doses of methadone. Withdrawal of drugs 
should be followed by a long period of supervision 
and, if the patient will accept and is suitable for it, 
psychotherapy. Prognosis in addiction of any kind 
must always be guarded. The outlook for a patient 
who is addicted for the first time, however, is probab)) 
fairly good. At least 50% of such patients do not re- 
lapse after treatment. 


AnsweER.—No cases of addiction to alphaprodine 
have been reported to date. This compound is listed 
as addiction liable, because on direct test by the 
United States Public Health authorities it has been 
found to be a substitute for morphine when morphine 
is withdrawn from patients who have become addicted 
to it. This constitutes the technical definition of addic- 
tion liability. The very short period of action of alpha- 
prodine would tend to reduce the likelihood of a 
practical problem of addiction developing in the 
course of anything other than professionally prescribed 
therapy. The signs and symptoms of addiction to 
alphaprodine would be similar to those from morphine 
or any of the opiates, if one can judge from the thera- 
peutic response to the drugs or from the evidences 
obtained in the above-mentioned technical tests 0! 
addiction liability. Nothing else is known about this 
matter. The prognosis for treatment of an addicted 
human being will be determined ultimately by the 
psychological problems this individual presents. It 
will be remembered that there is the development o! 
tolerance to this as to many other drugs. Subsequently, 
physical dependence may appear, and then the ques- 
tion of addiction arises. This involves a psychological 
dependence on the results observed by the patient 
from the repeated use of the drug. The therapeutic 
program necessarily involves withdrawal of the drug 
under careful medical contro] (including hospitaliza- 
tion), with the employment of other standard methods 
of sedation during a period of a very few days until 
the readjustment has been attained. There is nothing 
remarkable about this type of therapy or prognosis 
as compared to the treatment with ordinary opiates 
that have been in similar use. If there is a personalits 
problem that preceded the use of the drug, it may be 
expected to continue, and adequate psychotherap! 
will be required subsequent to the withdrawal o 
the narcotic drug. 


J.A.M.A., June 15. 1957 
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HODGKINS DISEASE 

To vue Eprror:—In July, 1954, a patient noted the 
appcarance of an enlargement in the right inguinal 
recion. This lymph node was removed, and a tenta- 
tice diagnosis of Hodgkin's disease was made. The 
patient had no other enlarged nodes, and results of 
y-ray of the chest, blood counts, and smears were 
normal. In December, 1956, the patient, now 37 
years of age, noticed a small node at the external 
inguinal ring on the right. This was excised, and 
two pathologists made a definite diagnosis of Hodg- 
kin’s disease. The blood counts are normal, the bone 
marrow is normal, and a node removed from the 
left inguinal region, normal in size, shows fibrosis 
hut no definite diagnosis of Hodgkin's disease. This 
man has had no treatment other than the local ex- 
cision of the nodes mentioned. X-rays for mediastinal 
nodes are normal. What line of treatment should 
this patient have? Is deep x-ray therapy indicated 
and, if so, where? Is treatment with nitrogen mus- 
tard indicated? M.D., North Carolina. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


Answer.—In the past, a few patients with Hodgkin's 
disease whose first manifestations were discrete ade- 
nopathy in a single location, usually cervical, have been 
treated by radical excision followed by large doses of 
local irradiation. Some have had prolonged periods 
of good health, perhaps cure. Such cases have usually 
shown the histological features classified by Jackson 
and Parker as “paragranuloma.” If the pathologists 
agree without reservation that this case represents 
Hodgkin's disease (for inguinal lymph nodes are 
notoriously difficult to interpret ), then the clinical data 
would be compatible with the above category, and 
an attempt at cure through use of deep x-ray therapy 
to the right inguinal area would appear warranted. 
If there were any suggestion of involvement elsewhere, 
however, such a course would be futile. There would 
be no reason to subject the patient to the discomforts 
of deep x-ray therapy and to “use up” his local skin 
tolerance at this early stage. Some experts might feel 
that the known duration (two and one-half years ) 
would presuppose microscopic extension, but evidence 
is lacking on this point. If the possibility of “curative” 
therapy is ruled out, treatment should be withheld 
until specific symptoms interfere with the patient's 
well-being. If future findings could be traced to 
localized adenopathy or infiltration, palliative doses of 
ray directed to these areas would be indicated; if 
systemic symptoms or generalized involvement were 
noted, then a course of nitrogen mustard would be 
recommended. General supportive care and treatment 
of specific complications, such as infection, should, of 
course, be administered as needed. 


Answer.—Hodgkin’s disease is a chronic and, with 
tare possible exceptions, incurable disease, the signs 
and symptoms of which tend to recur at increasingly 
frequent intervals during a variable course. Irradiation 
and the polyfunctioning alkylating agents, such as 
nitrogen mustard, triethylene melamine, and _ tri- 
ethylenethiophosphoramide, are useful _ palliative 
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agents. Irradiation is particularly good for localized 
lesions, either at the time of initial diagnosis or later 
for recurrent groups of nodes, mediastinal or abdomi- 
nal adenopathy, and localized bone lesions. Nitrogen 
mustard is probably the most effective of the mustard 
drugs in combating the severe toxic manifestations 
not infrequently seen in this disease. All the mustard 
drugs are useful for widespread disease. The adrenal 
cortical hormones are effective supportive agents in 
advanced Hodgkin's disease. 

The patient described might have had local irradia- 
tion at the biopsy site at the time of first biopsy with 
the slight hope of permanent eradication of the disease 
It probably would be desirable to use irradiation now 
at the site of recurrence. Use of mustard drugs might 
well be deferred until the patient manifests fever, 
sweating, pruritus, and leukocytosis, with or without 
more extensive adenopathy. The patient should be 
checked every few months and advised to report. if 
unusual signs or symptoms appear. In the meantime, 
normal activity should be encouraged. 


PAIN OVER THE ISCHIAL TUBEROSITY 


To THE Eprror:—A 55-year-old man complains of pain 
deep in the right buttock over the ischial tuberosity. 
The original complaint of pain occurred several 
months after an uneventful recovery from hemor- 
rhoidectomy seven years ago. The pain always mani- 
fests itself as soon as he lies down and continues for 
half an hour, when he falls asleep; it awakens him 
every morning between 4 and 6 a. m. When he gets 
out of bed the pain disappears, and he has no diffi- 
culty at all while standing or sitting. He does not 
appear to be ill and has had yearly clinical examina- 
tions with normal roentgenograms of the spine and 
normal pyelograms, blood cell counts, blood chem- 
istry, serology, and protoscopic and barium enema 
studies. He moves without any apparent discomfort 
or limitation of motion. He has no areas of tender- 
ness or referred pain. Physiotherapy has consisted of 
heat applications such as infrared, diathermy, and 
ultrasonic treatments with only slight alleviation of 
pain. Deep x-ray therapy has been of no avail. Please 
give suggestions as to etiology and treatment. 


Leo W. Zadinsky, M.D., North Canton, Ohio. 


This inquiry was referred to two consultants, whose 
respective replies follow.—Eb. 


Answer.—After elimination of obvious pathological 
lesion in the pelvis and lower structures, it is necessary 
to think of referred pain from the spinal nerve, and 
because of the location of the pain the sciatic nerve 
deserves attention. Its origin from the nerve roots of 
the lower spine and sacrum would lead one to look 
for irritation or injury of these nerves, from either 
arthritis or injury. The fact that the symptoms devel- 
oped after a hemorrhoid operation and appear only 
when the patient is in a recumbent position would 
make one suspicious that the position of the patient 
had a relation to the onset of symptoms and that a 
relaxed position in bed was causing some irritation of 
the nerve roots of the sciatic nerve. If when the hem- 
orrhoid operation was performed the patient was in 
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an exaggerated lithotomy position, and especially if 
the patient’s legs were suspended by the ankles, and 
if in addition a general anesthetic was employed, it is 
possible and not unlikely that a marked abduction of 
the knees took place with a consequeht severe strain 
on the sacroiliac joints, which would cause referred 
pain along the sciatic nerve. This could be the cause 
of the pain, and it might help to put a bed board 
under the patient’s mattress and also to have him apply 
a sacral belt or corset to give more stability to the 
sacroiliac joint. 


ANSWER.—This is an obscure situation, and it is diffi- 
cult to form an opinion on the data given. Obviously 
the patient might have some local pathological process 
such as a chronic abscess, an area of fibromyositis, or 
a neurofibroma at or near the site of reference of the 
pain. Other possibilities are that the pain is the result 
of some lesion such as a ruptured disk or small tumor 
of the root of the nerve supplying this segment, but 
such a diagnosis seems unlikely. Another possibility is 
that it is referred from some intrapelvic disease such 
as a urethral stone, which may produce pain referred 
to the buttock more evident when the patient is re- 
cumbent. If the pain is due to a local fibromyositis, one 
of the more likely possibilities, the effect of deep mas- 
sage might be worth trying. A distinction between a 
referred pain and one of local origin might be made 
by infiltration with procaine, preferably just before 
the patient retires. Naturally this would not relieve 
pain of root origin or pain referred from a diseased 
viscus. If no accurate diagnosis can be made and clini- 
cal judgment warrants it, symptomatic relief might be 
obtained by subarachnoid injections of minute quanti- 
ties of absolute alcohol or ammonium sulfate, accord- 
ing to techniques described in the literature. 


TRICHOMONAS PROSTATITIS 

To tHE Eprror:—Please recommend treatment for 
persistent Trichomonas prostatitis in a 40-year-old 
man who has no other urinary pathology. He com- 
plains of perineal discomfort, and the only positive 
finding is the presence of motile trichomonads in 
the prostatic fluid. He has had various types of 
therapy, including prostatic massages and four 
courses of Tritheon therapy. In addition, Furadantin 
and several antibiotics have been used. His wife 
has been examined several times, but no Tricho- 
monas infestation has been found. 

Harold Lear, M.D., Hartford, Conn. 


ANSWER.—Trichomonas prostatitis is a relatively un- 
common finding but when present is seldom the cause 
of any trouble. It is doubtful that it has anything to 
do with perineal discomfort. The usual antibiotics 
and chemotherapeutic compounds are of no value. 
Light prostatic massage is helpful in some cases but 
is usually not entirely successful in eradicating the 
infection, On a few occasions where Trichomonas 
infection has produced symptoms, intravenous injec- 
tion of arsenic in the form of Mepharsen has been 
used, The usual dose is 0.03 or 0.04 Gm. given intra- 
venously. This dose is repeated every five to six days 
until three doses have been given. 


J.A.M.A., June 15, 1957 


CLEANING OF GREASE FROM INJURIES 


To THE Eprtor:—Employees in a rope factory are ey. 
posed to wire cuts on their hands and forearms 
Heavy grease is used during the work, and wheneve; 
these scratch wounds or cuts occur, the cuts ar 
cleaned with carbon tetrachloride to remove thy 
‘grease and the wound is then treated with q 
antiseptic. The question has been raised concerning 
the use of carbon tetrachloride over a long period oj 
time, keeping in mind the danger of inhalation and 
the danger of absorption through the skin. Pleas 
give viewpoints along these lines, since absorption 
through the skin is rather negligible according to 
some authorities. Also, please recommend some ma- 
terial, such as benzene, which would effectively 
clean grease from the hands without causing hazarl 
to the user. 

Samuel M. Becker, M.D., Washington, D. C. 


This inquiry has been referred to two consultants 
whose respective replies follow.—Eb. 


ANSWER.—While there is little concrete evidence that 
hazardous amounts of carbon tetrachloride are ab- 
sorbed through the skin, its routine use in decontani- 
nating lacerations from grease is undesirable. This is 
chiefly because of the extreme hazard of repeated 
inhalation of small amounts of the material. 

An alternate method of cleaning grease from wounds 
is to carefully wipe as much grease as possible of 
the adjacent tissue with sterile gauze pads or absor- 
bent cotton, followed by a gentle scrubbing with an 
acid-type detergent hand cleaner, such as is common) 
used in most hospital surgical scrub rooms. This re- 
moves most of the material and is less hazardous to 
the traumatized tissue. A less hazardous solvent, such 
as acetone, can be used in addition, if necessary. Ace- 
tone is flammable, however, and should not be used 
in the presence of sparks or flames. 


ANsweR.—Carbon tetrachloride is one of the least 
desirable of agents for the purpose mentioned. The 
quantity required for a thorough hand scrubbing, if 
evaporated and breathed, is fully capable of inducing 
acute responses. Chiefly the nurse, physician, or other 
medical attendant who carries out this procedure re- 
petitively throughout the work period faces this 
jeopardy. Not always will soap and water effective) 
remove greasy coatings on the skin. Resort to chemical 
scrubbers is often justifiable. To this end some water- 
less skin cleaners on the market (but not all) have 
proved serviceable. Acetone, although flammable, has 
some value, but it will not remove all types of grease 
Methyl! chloroform (trichloroethane ) is a nonflamme- 
ble agent with some degree of toxicity but is far less 
injurious than carbon tetrachloride. Waterless hand 
cleaners, as a substitute for industrial soaps for routine 
industrial skin cleaning, have been investigated b) 
Birmingham of the United States Public Health Serv- 
ice and reported to Wright Air Delevopment Cente! 
(WADC T.R.55-467). To a limited extent, waterless 
hand cleaners have been introduced into dermatolog’ 
as a therapeutic agent. 
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BAD BREATH 

To vue Eprror:—A 20-year-old girl has had bad breath 
for some years. She has excellent oral hygiene and no 
sinus disease, and her tonsils have been removed. 
Her dietary habits are good, and her past health has 
been excellent. What metabolic or other studies 
might be made in an attempt to arrive at a diag- 


nosis? M.D., Kentucky. 


\vsweER.—This is an extremely common complaint. 
Unpleasant breath is difficult to control in many in- 
dividuals. There are many causes for bad breath. They 
have to do with the type of bacterial flora found in the 
mouth as well as in the digestive tract. Constipation, 
or at least unsatisfactory bowel] evacuation, is fre- 
quently a factor. Gases absorbed from the intestinal 
tract and breathed through the lungs are the chief 
origin of unpleasant breath. Its control is often ex- 
tremely difficult. It may require brushing of the teeth 
many times a day, and chewing gum and carrying 
lozenges in the mouth are helpful. Preparations of 
chlorophyll are helpful, but this must be in adequate 
concentration. Half a teaspoon of powdered charcoal. 
placed on the back of the tongue 10 or 15 minutes 
before meals and taken with water, is very effective 
in controlling gas accumulations in the digestive tract 
and has helped many. There is no one very effective 
way of controlling this unpleasant condition. 


TESTING FOR SYPHILIS 

To rHeE Eprror:—What is the best general serologic 
test for syphilis that can be done in the ordinarily 
equipped clinical laboratory? It would seem that 
certain serologic tests give definite biologic false- 
positive reactions to certain diseases. Please com- 
ment on this. M.D., Mlinois. 


Answer.—‘Serologic Tests for Syphilis: 1955 Man- 
ual,” prepared and published by the United States 
Public Health Service (publication 411) describes in 
detail the techniques for the Hinton, Kahn, Kline, 
Kolmer, Mazzini, Rein-Bossak, and Veneral Disease Re- 
search Laboratory tests. The laboratorv with ordinary 
equipment can perform one or more of these standard 
procedures. If a laboratory is interested in performing 
only one test, this consultant believes it should be the 
Veneral Disease Research Laboratory slide-flocculation 
procedure. The sensitivity and specificity of this proce- 
dure has been well established by the many reports in 
the literature and numerous studies carried out by 
state and federal facilities. Furthermore, the antigens 
are readily available and inexpensive. The technique is 
relatively simple and the results easily read. Suffice to 
say, this test is the standard procedure for all Army 
laboratories and is the test of choice for Navy, Vet- 
erans Administration, and many state serologic labora- 
tories. If the laboratory has the facilities for doing two 
tests, the second procedure should be the Kolmer com- 
plement-fixation test, with use of a cardiolipin-lecithin 
antigen. It is preferable, whenever possible, to do a 
flocculation and complement-fixation test on all se- 
tums. Many laboratories, however, use the rapid and 
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inexpensive slide-flocculation test as a screening pro- 
cedure and retest those specimens that show any 
reactivity with the complement-fixation procedure 

All of these tests are, however, capable of producing 
biologic false-positive reactions with certain serums 
obtained from nonsyphilitic individuals. The United 
States Public Health Service, in cooperation with serol- 
ogists, is now participating in a national serologic 
survey that should prove to be of tremendous value 
in establishing the relative sensitivity, specificity, and 
reliability of these procedures in a series of 1,500 
carefully selected serums. The acute biologic false- 
positive reactions are associated mostly with acute 
infections of varving etiology with a short course and 
disappear spontaneously within six months of their 
appearance. Thev may also appear soon after smallpox 
vaccinations and less frequently after other tvpes of 
immunizations. The chronic biologic false-positive re- 
action is characterized by the persistence over a long 
period of time, perhaps for life. These occur in patients 
with leprosy, lupus ervthematosus, rheumatoid arthri- 
tis, and other collagen diseases. Many biologic false- 
positive reactors have dysgammaglobulinemia, hyper- 
cholesterinemia, and microcytic, hyperchromic anemia 
Some patients may be biologic false-positive reactors 
for many vears before there are any recognizable 
clinical manifestations of lupus ervthematosus. 


INGESTION OF ACETONE 


To tHe Eprror:—What damages, if any, might be ex- 
pected in a 4-year-old child who ingested enough 
acetone to make her stuporous for a short time? 

Darwin Florea, M.D., Alhambra, Calif. 


Answer.—“Acetone is not poisonous nor in the least 
corrosive. Man and animals can tolerate considerable 
quantities of acetone taken internally. It seems to pro- 
duce no effect, though it may possibly possess very 
feeble narcotic properties” (Autenrieth, W.: Labora- 
tory Manual for the Detection of Poisons and Powerful 
Drugs, Philadelphia, P. Blakiston’s Son & Co., 1915, 
p. 51). 

“Acetone taken by mouth in doses of 15 to 20 g. 
daily for several days was shown by Albertoni to pro- 
duce no ill-effects other than slight drowsiness, but 
when inhaled it has more serious consequences. Kagan 
(1924), in personal experiments, found it impossible 
to inhale concentrations of 22 mg. per 1. (8,500 p.p.m. ) 
for longer than 5 minutes owing to acute irritation of 
the throat. According to Flury and Zernik (1931), 
longer inhalation of small amounts produces irritation 
of the upper respiratory passages and bronchi, head- 
ache, heaviness in the head, a feeling of oppression 
and bad dreams, and they state that many workmen 
show individual susceptibility to its effects” (Brown- 
ing, E.: Toxicity of Industrial Organic Solvents, New 
York, Chemical Publishing Co., Inc., 1953, p. 324). 

Another point that should be raised is that damage 
might occur from the accompanying materials ingested 
(unless acetone was the sole ingredient). Therefore. 
if it was a household product of some type, an investi- 
gation of its complete contents would be advisable 
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UNDESCENDED TESTES 


To tHE Eprror:—What is the current opinion concern- 
ing young children with undescended testes? Is the 
opinion the same concerning testes that have at one 
time been in the scrotum? Are all the children ster- 
ile? Are hernias always associated with undescended 


testes? M.D., Washington. 


Answer.—First of all, it is of primary importance 
to be sure that the child actually has undescended 
testes. Not infrequently, young children are seen whose 
testes are not in the scrotum. If the testis is found in 
the inguinal canal and if it can be pressed into the 
scrotum, the child does not have an undescended testis 
even though it snaps back into the canal after it is 
released. Such a testis will descend normally in time. 

There is much difference of opinion about the proper 
time to operate for undescended testes. At the Chil- 
dren’s Memorial Hospital, Chicago, operation at ap- 
proximately 9 to 12 years of age is advised. During 
these years there has been sufficient time for an accu- 
rate diagnosis. The testis is larger at this age, and the 
operation is made simpler. Also, because the vessels 
to the testis are larger and stronger, there is less 
chance of destroying the blood supply to the testis. 
It is not believed that harm to the testis results from 
its habitat in the inguinal canal during the prepuberty 
vears. 

If the testes have once been in the scrotum, usually 
nothing needs to be done. At puberty or before, they 
will go back into the scrotum. Males who have one 
normal testis in the scrotum and who have had the un- 
descended testis placed in the scrotum are fertile. 
Gross reports that, of his series of patients with bi- 
lateral undescended testes that were properly placed 
in the scrotum, 79% later proved to be fertile. 

Almost invariably there is a hernia of varying size 
associated with an undescended testis. The hernia 
often is small and symptomless. If the associated hernia 
is large, it may be an indication for operative repair 
and placing the testes in the scrotum at an early age. 
There is no sense in repairing the hernia and leaving 
the testes in the canals for a later operation. 


SECOND ATTACK OF POLIOMYELITIS 


To THE Epitor:—Is there any possibility of a second 
attack of poliomyelitis in the same patient? In other 
words, is poliomyelitis a diagnosis to be considered 
in a young adult who had the disease about one year 
ago? The patient has been hospitalized for the past 
nine days with a working diagnosis of poliomyelitis 
but has not yet shown any additional paralytic signs. 

M.D.., Illinois. 


ANSwER.—The working diagnosis in an early case of 
poliomyelitis is essentially a matter of clinical judg- 
ment. This diagnosis rests upon the febrile course, the 
usual presence of characteristic pleocytosis in the 
spinal fluid, the late oncoming stiffness characteristic 
of the disease, and the probable final appearance of 
typical lower motor neuron paralytic signs. The clini- 
cian confronted with the task of establishing the diag- 
nosis in a second attack must also consider the un- 
certainties of diagnosis in the initial attack. 
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There are acceptable references in the literature to 
second attacks of poliomyelitis. Most clinicians of cop. 
siderable experience in this disease have probably seen 
patients in whom the diagnosis of previous attack was 
persuasively established. There are three distinct types 
of poliomyelitis virus, and disease due to one of these 
types will not necessarily induce immunity against the 
other two. The rare occurrence of a second attack js 
simply a projection of the comparative rarity of initial 
infections and does not make a second attack an im. 
possibility. 

Improved laboratory studies, when these are avail- 
able, make it possible to establish the definitive diag. 
nosis of poliomyelitis, but it is rarely possible thus to 
confirm the clinical diagnosis and to determine the type 
of specific virus responsible in every case. 

A second attack of poliomyelitis in the same patient, 
especially at an interval of only one year, would make 
it necessary for the clinician to explore most carefully 
all of the possible causes for a febrile illness of the 
central nervous system accompanied by meningeal ir. 
ritative signs and succeeded by muscular weakness. 
These causes are legion. It is often necessary to accept 
the diagnosis of poliomyelitis in cases in this category, 
whether the outcome is paralytic or nonparalytic, 
simply through failure to establish an alternative diag. 
nosis. A single diagnosis may finally explain both ill- 
nesses, the diagnosis of the original illness may prove 
to be an error and the second illness to be poliomye- 
litis, or the original diagnosis may be correct and the 
second illness of some other nature. Finally, both ill- 
nesses may prove to be poliomyelitis, with the rare 
event of a second attack. 


MONILIAL URINARY INFECTION 


To THE Eprror:—What is the method used to treat 
urinary infection with Candida (Monilia) in the 
male? The prostate is involved, and the infection is 
probably of several years’ duration. What is the 
percentage of cures, and what are the tests for cure? 


M.D., Mississippi. 


ANSWER.—The treatment of infections of the urinary 
tract due to Candida is difficult and, at the present 
time, usually unsuccessful. Monilial infections appear 
to develop in urinary tracts that are already the seat of 
some pathological process such as tuberculosis, carci- 
noma, leukoplakia, and severe, nonspecific infections. 
In such instances, successful treatment of the primary 
disease may result in spontaneous eradication of the 
monilial infection. Monilial infections may also occur 
in patients receiving antibiotic therapy. It is consid- 
ered that the Candida organisms appear as a result of 
the elimination of inhibiting organisms by the anti- 
biotic. Withdrawal of the antibiotic in such instances 
should receive serious consideration. Finally, it must 
be remembered that saprophytic Candida organisms. 
which are not responsible for symptoms and do not 
require treatment, are sometimes found in cultures of 
urine; this finding is noted most frequently in diabetic 
women. 

Gentian violet is the drug most commonly employed 
in treatment of monilial infections, but the results o! 
such therapy frequently are disappointing. A solution 
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gentian violet (1:10,000) is used to irrigate the 
ives of the kidney or the bladder at two-to-three-day 
» ervals. A solution of silver nitrate (0.5 to 1%) has 
|, en employed in a similar manner. In addition, alka- 
|. ization of the urine and the administration of ox- 
ophenarsine hydrochloride ( Mapharsen ), iodides, and 
rifavine (Trypaflavine ) hydrochloride have yielded 
uuspectacular results. More recently two antibiotics, 
\iveostatin and Amphotericin B, and a quaternary 
monium salt, Bradosol (phenoxyethyldimethy]- 
dodecylammonium bromide), have been shown to 
possess marked antifungal activity in both in vitro and 
in vivo experiments in animals. The efficacy of these 
drugs in man has not been established. Too few cases 
of monilial infections of the urinary tract treated by 
any method have been reported to permit determina- 
tion of the rate of cure. The eradication of the organ- 
isms from the urine and prostatic secretions, together 
with the relief of symptoms, may be considered the 
test of cure. Candida organisms may be detected in 
the sediment of urine that has been centrifuged 
and stained, either with Wright's stain or by Gram’s 
method. Culture of the urine or prostatic secretion for 
Candida organisms is more reliable. For this purpose, 
the suspected material is first cultured on Sabouraud’s 
agar and suspicious colonies are then cultured on 
corn-meal agar. The finding of terminal chlamydospores 
would indicate Candida albicans, the most common 
pathogenic fungal organism in the urinary tract. 


“ 


CLINICAL LABORATORY TESTS 


To THE Eprror:—In an attempt to improve laboratory 
facilities in Burlington (population 25,000), we are 
trying to adapt, as often as possible, reliable and ac- 
curate methods of basic laboratory procedures. How- 
ever, there has been a good deal of controversy 
about some procedures and various testing materials. 
Please comment on the best method for (1) the sulfo- 
bromophthalein (Bromosulphalein) excretion test 
and (2) the determination of the total serum bilirubin 
level by the direct and indirect methods. Is there 
any continuous source of information regarding im- 
provements in old methods as well as reliable new 
methods of laboratory procedure that would enable 
laboratories in a town such as Burlington to keep up 
with the latest improvements in laboratory methods? 


James W. Lea Jr., M.D., Burlington, N. C. 


\NSWER.—To perform an adequate sulfobromoph- 
thalein test, begin by injecting 5 mg. of the 5% solu- 
tion per kilogram of body weight intravenously into the 
lasting patient. The injection should be made rapidly. 
The quality and purity of the sulfobromophthalein are 
essential to the test. One hour after injection withdraw 
from another vein 6-8 ml. of blood and immediately 
and gently place it in a round-bottomed tube of about 
|3-mm. diameter. Spin it in a centrifuge at once to 
bring down the cells; the blood will clot in the centri- 
tuge. Carefully rim the clot and recentrifuge. With- 
draw the clear serum and divide it, putting the two 
lulves in tubes of exactly equal diameter. To one, add 
one drop of 10% sodium hydroxide, and determine the 

nount of dye present by measuring the resultant dif- 
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ference of color in the two quantities with the aid of a 
set of properly prepared standards. A retention of more 
than 6% is considered abnormal. 

A satisfactory method for the determination of the 
serum bilirubin level is that of Powell (Am. J. Clin 
Path., Tech. Sect. 8:55, 1944). The method provides 
for the separation of direct and indirect bilirubin 

The continuous source of information concerning 
laboratory procedures is to be found in the ever-ex 
panding current literature. As in all other fields of 
medicine, there are many books, monographs, and 
journals. These carry reports of current laboratory in 
vestigations of methods and apparatus. To understand 
and evaluate this literature, both training and experi 
ence in laboratory medicine are essential. There is no 
short cut to this knowledge, nor is there likely to be 
any. The laboratory in Burlington or any other town 
can be kept efficient and authoritative only by having 
a physician qualified in clinical pathology as its dire« 
tor. If one cannot be procured on a full-time basis, then 
perhaps a part-time clinical pathologist may be avail 
able. 


HORIZONTAL ANGLE OF VISION 

To THE Eprror:—What is the angle of view that can 
easily be seen by the human eye (binocular vision 
in the horizontal plane without moving the eyes or 
turning the head? 


Ralph Burbridge, M.D., Erie, Pa 


Answer.—The smallest test object that is “easily 
seen” might be defined as the smallest white object 
that at a distance from the eve of 1 m. will be seen 
over the largest field, the background of which is black 
According to all textbooks on visual fields, this is 
approximately a 4-cm. white disk reflecting 7 foot 
candles. It is seen over a binocular oval area of 220 
degrees in horizontal diameter and 130 degrees verti 
cal. This would be 110 degrees on each side of fixation 
A 5-mm. white disk at 1 m. distance would be seen 
over only 150 degrees, while a 1 mm. disk would bx 
seen over only 50. Such limits of vision vary according 
to the conditions of the test and can be affected by 
fatigue. state of health, pupil size, age, light contrast 
attention, tine for vocal response, color, light adapta 
tion level, and refractive error. 


EXCESSIVE MEDICATION MASKING DISEASE 

To THE Eprror:—A severely high-strung patient is tak 
ing 15 400-mg. meprobamate tablets daily. He has 
some slurring of speech, tremendous weight loss 
and anorexia; otherwise, he appears fairly stabilized 
Please comment. 


Robert R. Rocklin, M.D.. Middletown, R. 1 


ANsWER.—It seems to be a tair assumption that this 
patient is not only suffering from the effect of his 
abuse of meprobamate; the very abuse itself points at 
some primary emotional disturbance. Certainly this 
emotional problem, which led to the craving for th 
“relaxing” drug, must be solved by patient and physi 
cian before a “cure” can reasonably be expected. The 
present condition, however, is a state of emergency, 
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and its treatment is carried out best in a hospital for 
the following considerations. 1. Neurological signs 
(slurring of speech) have already developed. 2. Lab- 
oratory tests should prove or rule out the additional 
use of other drugs, especially bromides and barbitu- 
rates, a possibility always to be considered in such 
cases. 3. At any rate, meprobamate must be with- 
drawn, not only decreased. This again makes close 
observation and supervision in a hospital necessary. 
4. The tremendous loss of weight and the anorexia may 
be due less to a chronic intoxication with meproba- 
mate (or other drugs) than to a depressive condition 
which is now masked by the effect of the relaxing 
drug. This diagnostic problem too can be solved best 
in a hospital under psychiatric supervision. For all 
these reasons immediate hospitalization is urgently 
advised. 


OSTEITIS PUBIS IN WOMEN 

To THE Eprror:—A 26-year-old woman has had three 
children. In January, 1956, five days after the last 
normal delivery, she developed painful swelling in 
the area of the symphysis pubis and difficulty in 
walking. She was told that this was due to osteitis 
pubis and was treated with bed rest, cortisone, and 
vitamins. At present she has the same physical find- 
ings. X-rays show some pelvic dyssymmetry, with 
a fuzzy appearance of the bones of the symphysis, 
which is uneven with the left side across the midline. 
The patient has been treated with Meticorten, with 
rather rapid relief. References state that osteitis 
pubis is a condition of old men, generally following 
prostatectomy. Please provide information concern- 
ing this condition in women. M.D., Texas. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


Answer.—While osteitis pubis is more common in 
men who have had chronic infection of their prostate 
glands, especially following prostatectomy, it also 
occurs in women. It may be secondary to a urethritis 
associated with cystitis or pyelitis. The fact that this 
painful swelling did not develop until five days after 
delivery suggests that infection may have entered the 
symphysis by way of the lymphatics. Not all cases of 
osteitis pubis respond to antibiotics or to Meticorten. 
Most cases of osteitis pubis have required surgery, 
with excision of the fibrous cartilage and the adjacent 
portion of the pubic bones. 


Answer.—Osteitis pubis, generally considered a dis- 
ease of the male, does occur in the female, usually 
during periods of profound endocrine activity such as 
pregnancy or the puerperium. 

The lesion is nonsuppurative and noninflammatory 
in nature and is similar to that occurring in the male 
following urologic surgery. Various modes of infection 
as well as localized trauma have been considered im- 
portant in the etiology. 

Thirteen cases have been reported by Wiltse and 
Frantz (J. Bone & Joint Surg. 38-A:500, 1956), of 
which five occurred during pregnancy and five within 
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two months after delivery. These writers feel that the 
lesion is a localized reflex neurovascular dystrophy 
induced by trauma to the symphysis of the pregnap 
patient, which has already been altered by varioys 
hormonal factors. 

Spontaneous healing occurs with conservative ther. 
apy. Cortisone has been of value in treating this dis. 
ease entity. 


INTRACTABLE ITCHING 


To THE Eprror:—A 56-year-old man has carcinoma oj 
the head of the pancreas, with severe obstructiv 
jaundice despite cholecystoenterostomy. Itching i; 
intense and intractable. Antihistamines give no re. 
lief. At present capsules containing cocaine, % grain 
(30 mg.), phenobarbital, % grain (15 mg.), and Com. 
pazine, 5 mg., are being administered, Are there any 
other suggestions? ; 

Richard F. Turner, M.D., Philadelphia. 


ANSWER.—The administration of 500 cc. of 5% pro- 
caine solution one or two times daily may alleviate 
the itching. Occasionally, ergotamine tartrate taken 
orally in 1-mg. and 0.5-mg. doses also helps. Of course. 
continued use of this medicament must be guarded. 


NEW DISEASES 
To THE Eprror:—Several years ago, in the Queries ani 
Minor Notes section of THE JOURNAL (157:558 [Feb 
5] 1955), I asked whether there were any new dis- 
eases aside from those produced by agents such as 
radiation, chemicals, and air-pressure changes. Th 
answer at that time was that there were no new dis- 
eases except those produced by the various agents 
mentioned, Is the opinion still held that, aside from 
the mechanically, physically, or chemically pro- 
duced diseases, all diseases have been present sinc 
man arrived on this earth? 
Roy J. Popkin, M.D. 
6423 Wilshire Blvd. 
Los Angeles 48. 


The above comment was referred to the consultant 
who answered the original query, and his reply fol- 
lows.—Eb. 


To THE Eprror.—It is impossible to assert that all dis- 
eases have been present since the origin of man. It 
is equally impossible to assert that new diseases 
have arisen within a given period. We may assume, 
however, that diseases have undergone a process of 
evolution, along with their hosts and causative 
agents. Thus, diseases have probably changed in 
form and virulence over long spans of time. 

Changes in the form and the manifestations of dis- 
ease have not been discerned with certainty. But 
changes in virulence, as yet unexplained, have cti- 
dently characterized some diseases, such as influ- 
enza and tuberculosis. Whether those changes «re 
attributable to an evolutionary process, to strain 
differences in the causative agent, or to other factors 
is unknown. 





